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An Address. 


By J. P. Masor, C. B. E., M. D., B. S., F. R. A. C. P., 


Retiring President of the Victorian Branch of 
the British Medical Association. 


Tus has been a year of great anxiety—anxiety 
in international affairs as well as in Australian 
affairs. Mistrust between nations and of men 
controlling the destinies of nations has been 
marked. 

It is a time when lack of confidence is universal 
and suspicion of men elected to high positions is 
aggressively triumphant; and it seems not 
inopportune to ask how fares the British Medical 
Association. Evidence has not been wanting of late 


1 Read at the annual meeting of the Victorian Branch of 
the British Medical Association on December 7, 1938. 


that all is not well with our Association. There is 
strong evidence that confidence is lacking, that 
there are suspicion, distrust, and not a little 
disloyalty. 

Is there any real cause for this state of affairs? 
Have the appointed leaders of the profession in any 
way betrayed the trust reposed in them? Or rather 
is blame for this unfortunate development attribut- 
able to misunderstandings due to failure on the 
part of members themselves to take an active 
interest in the Association affairs, failure to study 
the issues confronting the profession, and a failure 
to appreciate fully the strength or the weakness of 
the profession to grapple with these issues? I feel 
confident that the latter is the reason—that the 
fault lies with the members themselves—and I 
propose to refer to this and certain matters which 
have gone far to weaken very seriously our organiza- 
tion and so its ability to deal adequately with vital 
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problems. There is no doubt that the members of 
the Association have in the past made no endeavour 
to educate themselves regarding the various 
problems that are continually being presented to 
the Council, and therefore are in no position 
to endow their elected representatives with the 
considered and constructive opinions of the electors. 

Osler has said that doctors as a rule, considering 
their opportunities (education et cetera), are bad 
citizens, taking little or no interest in civic, state 
or national politics. It would be fair to assert that 
this holds good in this country also and that lack 
of interest is manifest also in medical politics; and 
it is quite obvious that it is mainly that occasion 
on which personal interests are likely to be affected 
that causes many members to develop a sudden 
enthusiasm for the subject. Necessarily, for the 
reasons given, on such occasions their ignorance of 
the problem before them is abysmal, apprehension 
becomes manifest, and following this one finds the 
lack of faith in the ability of the elected Council to 
safeguard the interests of the combined profession. 

This lack of confidence and loyalty, which has 
been manifest lately to a marked degree, has led to 
chaos and to a disavowal by many of all constituted 
authority. 

This lack of loyalty is not confined to members. 
It is not unknown for members of the Council to be 
disloyal to the Council itself and its decisions. All 
this is a matter of very serious import to the 
Association; for no organization can remain 
cohesive for long under existing conditions, and 
unless common sense and wise leadership are 
secured, I can see the possibility of grave disaster 
ahead. Take, for instance, the position in which 
the profession finds itself in regard to the National 
Heaith and Pensions Insurance Act, a measure 
which will come into active operation next year. 
Here is a piece of legislation that has all the 
elements for revolutionizing medical practice, a 
measure which, if not carefully guided, threatens to 
sweep away many cherished traditions whose 
observance has been of tremendous advantage to 
the community and the profession. For years it 
has been known that national health insurance in 
some form was inevitable. 

The profession has not been without its prophets: 
men who at great personal sacrifice have informed 
themselves on the subject. Their knowledge, gained 
by their study, they have been willing to pass on; 
but the interest they were able to arouse has been 
negligible. Confronted suddenly with the issue, the 
profession found itself unprepared—how woefully 
unprepared is now being demonstrated and at great 
cost. On sheer indifference and apathy must be 
laid the blame of this lamentable state of affairs. 

I offer no apologies for citing two specific 
instances of indifference and apathy. The Chairman 
of Council, in response to an invitation from a sub- 
division to give an address on national insurance, 
travelled at his own expense to a centre some 150 
miles from Melbourne. Imagine his feelings when 
he found an audience of just three members to hear 


what he had to say on this subject. A similar 
experience befell the Medical Secretary when he 
journeyed to a provincial centre by invitation, on 
this occasion also to speak on national insurance. 
There was a comparatively small audience and the 
reason or excuse given was that it was the night of 
the annual meeting of the local golf club. I could cite 
many other examples within my personal knowledge 
during the last fourteen or fifteen years of the lack 
of interest in really important matters affecting the 
profession, evidenced by poor attendances at 
meetings convened specially for the purpose of 
considering various problems of policy. 

Is it any cause for wonder that the profession 
finds itself unprepared, and for this sorry position 
to whom but individual members themselves is the 
blame attachable? 

There are two other factors that on occasions 
have been very detrimental to the welfare of the 
organization. One is the evidence of the existence 
of group organization in the profession to enforce 
sectional interests, so bringing about the defeat of 
members of high esteem at Council elections. This 
is a short-sighted policy and a form of vindictive- 
ness which brings its own retribution. 

The other factor is the feeling shown by some 
members towards the College of Surgeons. I refer 
to this, as members know, with no pharisaical pre- 
tension. I make reference to it with the sole inten- 
tion and for the purpose only of attempting to 
present a view from a different angle of the 
relationship of the British Medical Association and 
the College of Surgeons in order to place that 
relationship on a higher plane. What members of 
the British Medical Association should ever keep 
in mind is that the College of Surgeons is flesh of 
our flesh. With few exceptions, fellows of the 
college are members of our Association. They 
knelt at the feet of the same masters and, with the 
slightest variation only, their professional journey 
has been along the path we have trodden. Advance- 
ment in medical science and the shortness of the 
time allotted to us to make the journey have made 
certain deviations necessary. But a common goal 
is for all—the relief of pain and suffering. 

I am convinced that the time is long past when 
lack of goodwill, mistrust of motives, engendered in 
the past, should be allowed to influence the minds of 
members. And so, when interests appear to clash 


and differences arise, I would urge members to 


remember that they are not trade competitors, but 
members of an honourable profession whose func- 
tion is to serve. 

Both factors have at times led to the elimination 
from Council of men of great ability, with wide 
views and constructive ideas, men who have a high 
standing and influence in the community and have 
given, and been willing to continue to give, fine 
service to the Association. 

To what have all these faults and shortcomings 
brought us? For an example, I need only refer 
again to national insurance and the points which 


led to our receiving a rebuke, well merited and 


| 
| 
| 
ag 
W. 
in 
th 
ar 
wl 
4 th 
1 pu 
to 
in 
wi 
in 
4 ba 
Fr 
mi 
th 
int 
{ aff 
on 
4 | pa 
the 
tea 
| bei 
the 
pre 
sio 
| all 
im 


January 14, 1939. 


THE MEDICAL JOURNAL OF AUSTRALIA. 51 


damaging to our prestige. When the Federal 


Government wished to discuss the health provision 


which it proposed to include in the National Insur- 
ance Bill, it naturally communicated with the 
Federal Council, the body constituted and 
empowered to discuss with the Federal Govern- 
ment legislative matters affecting the interests of 
the profession in Australia. 

What transpired during and since those negotia- 
tions is now merely a matter of history. I feel, 
however, that it is necessary for me to refer to these 
events or happenings. to illustrate my point. 

By invitation of the Federal Government, the 
Executive of the Federal Council met the Federai 
Treasurer (Mr. Casey) and his advisers (Sir Walter 
Kinnear, Mr. Brigden, Mr. Green and Mr. Lindsay) 
at Melbourne on March 10 and 11, 1938. The Federal 
Government’s proposals regarding health insurance 
were outlined by Sir Walter Kinnear and fully dis- 
cussed. A résumé of the proceedings was prepared 
by the Secretary to the Federal Council (Dr. J: G. 
Hunter) and sent to each member of the Federal 
Executive, the object being to enable members of 
the Federal Executive to report to their respective 
Branch Councils. In Victoria a special meeting of 


the Council was held, the report was fully dis- 


cussed, and it was resolved to leave the negotiations 
entirely in the hands of the Federal Executive. 


Armed with a similar authority from each State 


Council, the Federal Executive resumed its con- 


ference with the Federal Government in Sydney on 


March 28 and continued it during March 29. An 
agreement, the terms of which do not now matter, 


was arrived at, and was duly confirmed in writing 
by the Secretary to the Federal Council, under 
instructions, on April 2. Mr. Casey announced in 
the Press on April 14 that an agreement had been 
arrived at, and at the same time released the terms, 
which were published. Three weeks subsequent to 


the terms of the agreement’s being released to the 


public a special meeting of the Branch was convened 


to receive a report of the negotiations culminating 


in the agreement, and that meeting, on May 6, passed 


what amounted to a unanimous vote of confidence 
in the Federal Executive. 


As to whether the agreement was a good one or | 


bad one is not germane to what I intend to allude. 
Frankly, for the object of this address, I am not so 
much concerned with the economic interests as with 
the honour of the profession, that is, if the economic 
interests conflict with the honour. I am deeply 
concerned with how the profession conducts its 
affairs, and the effect of the profession’s behaviour 
on public opinion. After all, the profession, being 
part of the body politic, has common interests with 
the public. Our profession, if it teaches anything, 
teaches that organic harmony is essential to well- 
being, that disaffection of one member endangers 
the whole organic structure. Monopoly rights to 
profit from sickness are not vested in the profes- 
sion. Our profession is honoured in the privileges 
allowed it to heal and relieve. These privileges 
impose very grave responsibilities and particularly 


should we be circumspect in any attitude we take 
likely to injure or offend the public and affect our 
prestige. 

We are regarded as members of an honourable 
and learned profession. What therefore must have 
been the public reaction to the implications in the 
last paragraph of Mr. Casey’s reply to our letter 
asking for variations in the agreement between the 
Federal Council and the Commonwealth Govern- 


‘ment? That paragraph reads: “I regret that I can 


see no useful purpose in meeting your members on 
the basis of your declaration and request, and in the 
light of recent experience.” Few of us would deny 
that there was some justification for the rebuke; 
for none can deny that the profession empowered 
the Federal Council to negotiate, or that the agree- 
ment when made was practically rejected. That 
rebuke has been felt very deeply by many members 
of the profession because they were convinced it 


was not entirely undeserved. 


To what must this painful experience be 
attributed, and how can such experiences be 
avoided? The profession, like the public, must bear 
in mind that it gets the government it chooses. 
Members themselves, it must be remembered, have 
created the electoral machinery for choosing leaders 
to manage their affairs. If that machinery is 
obsolete, in the members themselves lies the power 
to amend, scrap or replace it. All that is required 
is conviction that reform is necessary, and convic- 
tion can come only as the result, first of interest, 
then of understanding through knowledge of what 
is required, and then there must be action. Mere 
inertia on the part of those with whom the instru- 
ments of action are entrusted can result in bringing 
even powerful nations to poverty and disaster with- 
out attack from outside and without any active 
attempt to damage. The lively and intelligent 
interest of members in the affairs of the Association 
is essential. Let this interest be evinced, and leader- 
ship worthy of the profession must surely follow. 
Without this, drift and eventual foundering are 
inevitable. 

Leaders and leadership are necessary in every 
movement. The profession has not been altogether 
unwise in the selection of its leaders. It has been, 
and still is, honoured by having in its councils 
many able men who, regardless of personal sacrifice, 
placed their services and ability at the disposal of 
the profession. Their standing in the profession 
and the community has commanded for them great 
respect, and as a result of their efforts credit and 
advantage have redounded to the profession and the 
community alike. But what they have achieved in 
the past has been rooted in confidence and fed with 
the sap of trust and loyalty. - 

Election: to the councils of the profession should 
result from confidence, preconceived, of ability and 
worth. The choice of leader or leaders is a grave 
responsibility, the discharge of which calls for the 
most careful consideration. It is a responsibility — 
which requires keen appreciation of the qualities of 
leadership. 
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Questions that must be asked and satisfactorily 
answered when choosing a leader are: Does that 
man possess the necessary personality? What stand- 
ing has he in the community and in the profession? 
What training has he had in medico-political 
matters, o is he likely to apply himself so that he 
may become proficient to deal with the problems if 
he is called upon to assist in finding a solution? Is 
he a man of integrity, a man in whom implicit trust 
may be placed? If you can satisfactorily answer 
these questions on his behalf, elect him, and then 
trust him, and support him with unswerving 
loyalty. 

The inviolable right of any leader is to command 
undivided loyalty from those by whom he was 
elected. With a minimum of words, Southey puts 
the position when he says: “Society is built upon 
trust, and trust upon confidence of one another’s 
integrity.” Without confidence, trust and loyalty, 
any society, particularly if it be a democratic 
society, must disintegrate and fail; and the British 
Medical Association will be no exception. 

Though this address is not the occasion for enter- 
ing into details, I have my own views as to a 
revision of the machinery necessary to ensure a 
more informed electorate, and so the election of a 
Council and an Executive that should enjoy the 
trust of members and therefore be left untram- 
melled in its functions of government. But, whether 
a change in the machinery is advisable or not, it 
is quite certain that members of an association 
claiming to be a democratic body must accept the 
responsibility of informing themselves on matters 
coming within the orbit of the association, so that 
they can discharge their democratic obligations. 
Organizing to put up an active resistance to policy 
determined after much consideration by men elected 
to exercise judgement and come to decisions is 
merely negative and destructive. The Association, 
if it is going to be worthy of its traditions and 
justify its existence, must be constructive in its 
aims and idealistic in its conceptions. Its founda- 
tions must be firmly set on the rock of morality, 
not the shifting sand of self-interest. 

I would urge also a change of heart of the mem- 
bers of the profession, a spiritual revival that will 
give us the same sort of altruism possessed by 
Hunter, Lister and Osler, an altruism which forgot 
all about “getting” and asked only “What can I 
give?” 

The key in which this presidential address has 
been given, I regret, has not made it a very happy 
composition. Naturally, it has been affected by the 
happenings of the year. The profession in Australia, 
I feel, is facing a future that holds many changes. 
Restrictions will be placed on the freedom we have 
enjoyed in the past. What the profession must 


realize is that changes are inevitable, and not only 
must it be prepared to meet those changes, but to 
guide the stream of thought, so that it will flow 
along proper channels. 

National insurance alone must 

problems. 


present many 
Already it is felt that to meet some of 


‘those problems, important alterations in the rela- 
tionship between the Home Association and the 
Australian Branches are necessary. The Home 
Association realizes this and is prepared to give us 
the autonomy required. But we must be prepared 
to assume the responsibilities that autonomy 
involves. 

The Association, I would conclude, having for its 
object the promotion of medical and allied sciences, 
the maintenance of the honour and/or interests of 
the profession, the formation of a bond of union 
among the members of the profession, and a medium 
through which their opinions can be easily ascer- 
tained and expressed, is a worthy organization. 
There are other objects; but in those I have quoted 
and those I have left unquoted will be found noth- 
ing to which anyone with a most punctilious con- 
ception of honour and good citizenship could not 
fully and whole-heartedly subscribe. 

As my last charge from this presidential chair, 
I would urge members to do nothing that will bring 
discredit on the Association; for the prestige, 
honour and advancement of the profession are in 
its safe keeping, through the action of its members. 

Finally, I should like to record my appreciation 
of the help given me during the year by many of my 
colleagues and more particularly by the members of 
my executive committee. Throughout, the latter 
have loyally advised and supported me during a 
difficult year, and to them I am most grateful. 


SULPHANILAMIDE AND OTHER COMPOUNDS.’ 


By Bearp, M. C., M.B., B.S. (Adelaide), 
F.R.C.S. (Edinburgh), F. R. A. C. S., F. C. O. G., 
Honorary Obstetriciun, Oueen's Maternity Home, 
Adelaide; Honorary Gynecologist, Adelaide 
Hospital, Adelaide. 


Sulphanilamide. 


Tue basis for the clinical use of sulphanilamide 
and allied drugs was the experiments of Domagk 
conducted in 1932. Domagk’s investigations were 
prompted by the observation that for an aniline dye 
to be fast for fabrics, it must have a double nitrogen 

between a benzene ring and a sulphonamide 
radical in the para-position. Someone suggested that 
such compounds might have a destructive action on 
bacterial protoplasm. Domagk therefore infected 
animals with a number of pathogenic bacteria, and 
treated them with all the aniline dyes having this 
structure. He found that mice survived a hemolytic 
streptococcal infection, if they were treated with 
the substances now known as the “Prontosils”. 
“Prontosils” have no effect upon hemolytic strepto- 
cocci in the test tube. White mice, in 80% of cases, 
although infected with 10,000 lethal doses of strepto- 
cocci, were saved. 

A number of strains of Streptococcus viridans are 
susceptible to the drugs. The effect of the drugs 


1 Read at a meeting of the South Australian Branch of the 
Medical Association at Victor Harbour on October 1 
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on streptococci et cetera is thought to be due to 
bacteriostasis. The bacteria are not killed; but the 
normal defence mechanisms of the host—leucocytes 
and other cells et cetera—respond to the irritant. 

In clinical practice the results of its use are not 
easy to assess. The word sulphanilamide will be 
used to include its “Prontosil” derivatives, since 
their action is supposed to depend upon the elabora- 
tion of the simpler substance. Apart from puerperal 
fever no very large series of cases of hemolytic 
streptococcal septicemia are reported. Colebrook 
reported from Queen Charlotte’s Hospital a 20% 
death rate in 210 cases of puerperal fever in 1934- 
1935, in which the patients were treated by methods 
other than sulphanilamide, as against 45% in 157 
cases in which treatment by this drug was used in 
1936-1937. 

Long and Bliss state that practically all the 
organisms found in the urinary tract, with the 
exception of Streptococcus fœcalis, are susceptible 
to the action of sulphanilamide. 

To summarize, one may say that the drugs of the 
sulphanilamide group are particularly potent in 
clinical use against the following: (i) Certain 
diseases due to the 8 hemolytic streptococci (the 
more virulent the disease the more dramatic seem 
to be the results obtained, yet unexpected failure 
has occurred in a considerable number of cases) ; 
(ii) the meningococcus, both in meningitis and 
bacteriæmia; (iii) the gonococcus; (iv) almost all 
organisms causing urinary infection; (v) 
Clostridium welchii; (vi) malarial parasites 
(quartan particularly); (vii) pmeumococcus, type 
III infections (some strains). 


The Dose of Sulphanilamide and the Management 
of the Patient. 

Long and Bliss consider that in cases in which 
the patient is severely ill, as in septicemia and 
meningitis, a concentration of between 1 in 10,000 
and 1 in 7,000 of the drug in the blood, should be 
obtained. A method by Marshall has been used to 
estimate the concentration in blood, urine, spinal 
fluids and exudates. He has shown that the drug 
is almost wholly excreted in the urine, and a normal 
kidney does it rapidly. 

* Potentially lethal infections call for bold 
measures, and I, with others, have always set my 
face against using these drugs lightly and 
indiscriminately. 

ie Dose in Very Severe Infections: Brown, of 
Toronto, advises for an initial dose 3-0 to 5-4 
grammes (50 to 90 grains) for an adult of 45 kilo- 
grams (100 pounds) or more. To maintain the 
concentration in blood of 10-0 milligrammes per 100 
cubic centimetres produced by this dose in four to 
six hours, 1-2 to 15 grammes (20 to 25 grains) 
should be given every four hours, until definite 


clinical improvement is observed, when the dose 
should be rapidly reduced, first by one-third, and 
then to one-third of the original amount. 

Finally, such a patient should receive about 2-4 
grammes (40 grains) in divided doses of 0-6 gramme 
(10 grains), every six hours, for ten days to two 


weeks; for it has been established that too rapid 
withdrawal of the drug sometimes results in uncon- 
trollable relapses. 

The above-mentioned procedures are subject to 
modification, according to the weight of the patient, 
the fluid intake, and the appearance of dangerous 
toxic manifestations. 

The Dose in Milder Infections: In milder 
infections, whether streptococcal or not, it is 
certainly wise to avoid a heavy initial dose, and 
gradually to work up to a blood concentration of 
five to six milligrammes per 100 cubic centimetres 
over a period of one to two days. In this way 
idiosyncrasies to the drug may be detected before 
harm is done. 


Toxic Manifestations of Sulphanilamide. 


There are two main groups of toxic manifesta- 
tions for discussion: (i) those which are common 
and seldom severe enough to cause alarm; (ii) those 
which are rare but dangerous and contraindicate 
continued administration of the drug. 

In the first group are malaise, giddiness, tinnitus, 
and a feeling simulating alcoholic intoxication, 
depression, gastro-intestinal irritation, anorexia and 
nausea. These effects are much more common in 
ambulatory patients. Almost all patients on 
moderately heavy doses of sulphanilamide show a 
fall in the carbon dioxide combining power of the 
blood, hence it is recommended that 0-6 gramme 
(10 grains) of sodium bicarbonate be given with 
every dose of sulphanilamide. Some degree of 
cyanosis has been found to occur in 80% of the 
patients treated. Marshall and Walzl suggest that 
it may be due to a black oxidation product called 
“aniline black”. Methemoglobinemia almost 
certainly is as common a cause of cyanosis. 

In the presence of sulphur or sulphur compounds 
sulphemoglobinemia may be produced, and the 
presence of more than a mild degree of this manifes- 
tation of toxicity is wisely viewed with concern. 
None of the cyanotic manifestations contra- 
indicates continued treatment, unless a serious 
depletion of the oxygen-carrying ey of the 
blood occurs. 

In the second group the toxic manifestations 
serious enough to warrant immediate withdrawal of 
the drug are as follows: . 

1. Fever: This means a sudden unexplained rise 
of temperature during the chemotherapy, especially 
if accompanied by a rash or other evidence of 
toxicity. 

2. Morbilliform and maculo-papular rashes. 

3. Sulphemoglobinemia (unless it is only 
moderate in degree): Avoid, as far as possible, 
sulphur in any form during treatment with this 
drug; avoid cathartics producing liquid stools and 
therefore formation of sulphuretted hydrogen in the 
bowel; a safer method is enemata or the administra- 
tion of inert oils, such as paraffin, although cascara 
is apparently safe, and an initial enema before treat- 
ment is good; it is unwise to use any drugs except 
bicarbonate of soda; especially avoid ee 
a et cetera during treatment. 
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4. The most serious toxic effects are on the blood. 
The immediate withdrawal of the drug leads to 
recovery; but blood transfusion may be necessary. 
Deaths from granulopenia have occurred. Frequent 
blood examinations and hemoglobin estimations are 
desirable during intensive treatment. 

5. Optic neuritis: Cases have been reported. 

In conclusion, there can be no doubt that this 
form of chemotherapy is a great advance in the 
treatment of some diseases, although it is evident 
that these drugs are very toxic, and they should be 
employed only under the closest medical supervision. 

I am indebted to W. Hurst Brown, of Toronto, 
for help in compiling the above notes, from an 
excellent review by him in The Canadian Medical 
Association Journal of July, 1938. 


Uterine Stimulants in Childbirth. 
Pituitary Extract (Posterior Lobe). 

The oxytocie principle of pituitary extract, as 
distinct from its vasopressor principle, is oxytocin 
or pitocin. Its chief effect is on the parturient 
uterus, and within three or four minutes. 

While usually the contractions are strong and 
regular, a few instances have been reported in which 
the uterus has passed into tonic contraction; but 
this is most unusual. The action of pituitrin is 
temporary, and lasts thirty or forty minutes. 

In some women there is an idiosyncrasy, so that 
in one there may be little action and in another 
there may be overaction. I have seen overaction 
in some women, as a result of the administration 
of oxytocin in the dosage used in the induction of 
labour. 

The drug is now standardized, so that 10 units 
are contained in one cubic centimetre. 

Use it with great caution. Rupture of the uterus 
has been caused in unsuitable cases. It is better 
avoided in the first stage of labour, and in dispro- 
portion, however slight. 

Its use in labour should be confined to cases in 
which the head is delayed at the vulva, the uterine 
muscle, from inertia, failing to overcome the 
resistance of the perineum. The positions should be 
normal, and there should be no disproportion. It, 
of course, is used in doses of two units (three 
minims) for the induction of labour, under super- 
vision, and similarly for accidental hemorrhage, 
in doses of 0-25 to 0-5 cubic centimetre. It is safer 
not to use it in the third stage of labour, but after 
the placenta has left the uterus. Post-pituitary 
shock has occasionally followed its use, usually after 
large doses. 

To sum up, use pituitary extract with great 
discrimination. 


Ergot. 

The action of ergot is to increase the force, 
duration and frequency of uterine action, and to 
stimulate retraction. 

Ergot is unable to transform the contractions 
characteristic of pregnancy into those characteristic 
of labour; therefore it is useless for the production 
of abortion or the induction of labour. 


Ewtractum ergote liquidum is a satisfactory 
preparation. Comparatively recently the alkaloids 
ergotamine and ergotoxine have been separated. 
Their action has been disappointing on both oral 
and intramuscular administration. 

In 1935 Dudley and Chassar Moir isolated the 
principal alkaloid and called it “ergometrine”. This 
is a pure and standardized product, with a remark- 
ably powerful action on the parturient and post 
partum uterus. 

The oral administration of ergometrine evokes 
the uterine response in seven minutes, intra- 
muscular injection in three and a half minutes, and 
intravenous injection in three-quarters of a minute. 
The drug is given orally in a dose of one milli- 
gramme in tablets, and it is supplied for intra- 
muscular injection in ampoules, each containing 0-5 
milligramme. 

In severe post partum hemorrhage one-quarter 
of the contents of a standard ampoule may be 
injected intravenously. 

The essential effect of ergometrine is the rapid 
production of contractions, passing into a state of 
spasm. The contractions last some hours. Ergo- 
metrine acts as rapidly, is less erratic, is more 
prolonged in action, and is free from the danger of 
pituitary shock (by comparison with pituitrin) : 

It is better to restrict its use to the treatment or 
prevention of post partum hemorrhage and never to 
give it during labour. 


* 


EXPERIENCES IN THE TREATMENT OF URETHRITIS 
BY SULPHANMLAMI DE. 


By Gusert M. B., B.S. (Adelaide), 
F.R.C.S. (Edinburgh), 


Medical Officer in Charge of the Night Clinic 
(Male Section); Honorary Surgical Clinical 
Assistant; Temporary Clinical Assistant to 
the Skin Department, Adelaide Hospital. 


I nave been asked to discuss my experiences with 
the sulphanilamides in the treatment of urethritis 
and its complications. This experience has been 
gained during the past twelve to fourteen months 
as a result of treatment of almost nine hundred 
patients to whom I have given this drug at some 
period of their illness. 

Dr. Beard has outlined his experiences with 
sulphanilamide in the treatment of very serious 
conditions, the mortality of which has in the past 
been very high. These desperate cases enable, even 
force, the use of large doses, with their attendant 
risks; for of course the larger the dose, the greater 
the risk of complications due directly to the drug. 

In the treatment of urethritis, with its negligible 
mortality, the use of any substance which might be 
productive of serious morbidity, or any mortality at 
all, is quite unjustifiable. 


1 Read at 
British Medical Association at _Vietor Harbour on October 1 
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Almost all patients, whether seen in private or 
at the night clinic, have to earn their livings, and 
this fact, coupled with the desire for secrecy, makes 
it necessary for us to avoid even the minor toxic 
manifestations which sulphanilamide can produce. 
Hence, we are forced to employ relatively small 
doses, and in consequence our results are less 
dramatic than some of those reported from over- 
seas, where the patients are treated in hospital and 
larger doses are employed. 

In England it would appear that patients can 
tolerate four or even five grammes of sulphanil- 
amide per day and remain ambulant. This is not so 
here, and I find that three grammes are the usual 
maximum daily dose, two grammes the average daily 
dose which may be given over any length of time 
to a man of say ten or eleven stone in weight, so 
that he is fit to carry on with his work and remain 
free from headache, which is usually the first 
complaint. A patient at rest in bed can generally 
take somewhat larger doses. 


TREATMENT WITH SULPHANILAMIDE. 


The preparations used were as follows: “Prontosil 
Album” (Bayer), sulphanilamide (Drug Houses of 
Australia), sulphanilamide (Parke, Davis and 
Company), “Sulphonamide P“ (Burroughs 
Wellcome and Company), “Proseptasine” (May and 
Baker). All of these were supplied in tablets of 
0-5 gramme each. The following were available for 
injection but were rarely found nece : “Pron- 
_— Rubrum” (Bayer), “Soluseptasine” (May and 

er). 


Method of Treatment. 


An outline of the treatment now used is as 
follows: 

1. Sulphanilamide is given in a dose of two to three 
grammes (four to six tablets) per day, in divided doses, 
by mouth, at the commencement of treatment; the dose 
is increased or diminished according to tolerance and 
necessity. 

2. An alkaline mixture is now given as a routine. 
Sulphanilamide is supposed to be more effective where the 
urine is alkaline. It is also useful for its sedative action 
on the urinary tract. 

3. Low pressure urethral irrigations and anterior 
urethral instillations have been used in the majority of 
cases. A series of patients have been treated without 
the urethral irrigations; they took longer to recover and 
most of them were eventually given local treatment. 

Patients with posterior urethritis and prostatitis were 
— — — massage twice each week after filling of the 

r. 

It has been found that a symptomless posterior infection 
develops in quite a large number of cases, and because 
of this, prostatic massage and examination of the expressed 
secretion are performed in every case several times before 
the patient is pronounced cured. 


Precautions Necessary. 


In addition to the usual warnings as to the avoid- 
ance of sexual stimulation and alcohol, special 
precautions are necessary for the safe use of 
sulphanilamide. Saline aperients, eggs and onions 
must be avoided, because of their sulphur content. 
Amidopyrine, phenacetin, phenazone, sulphonal and 
“Trional” must not be prescribed. Aspirin has been 
reported to be undesirable, but it has been used 


frequently for pain without ill-effect. Bromides 
have been used for sleeplessness and erections. 


Complications. 


Headache is usually the first untoward symptom 
to appear, and as the patients are told to stop 
taking the tablets until this passes off, we rarely see 
any other, except rashes, which are most common in 
summer, but not rare in winter. Thirty to forty in 
all have been seen, five in the past month 
(September, a cool month). It is a macular eruption 
as a rule, though diffuse erythema causing a feeling 
of tightness in the skin has been seen on many 
occasions. While generally limited to the exposed 
parts, rashes may also appear on the covered parts 
alone, or on both covered and exposed parts 
together. It would appear to be unwise to resume 
treatment with sulphanilamide after the appear- 
ance of a rash. 

Cyanosis is rarely seen now, though ten to twelve 
months ago it was quite common. General weakness, 
nausea and vomiting are perhaps the next most 
common complications. 


Results of Treatment with Sulphanilamide. 
Gonorrhea. 

1. When treatment is started very early (the first 
or second day of the urethral discharge) excellent 
results are obtained in 70% to 80% of cases. Active 
treatment is employed for three or four weeks, and 
this is followed by a period of observation. 

2. When treatment is started somewhat later, say 
on the fourth to the fourteenth day of the discharge, 
about 50% of patients respond very rapidly. Of 
the remainder, some show little effect, and in a few 
the disease has progressed, complications developing 
while they have been under treatment. 

3. In subacute cases (three to six weeks), that is, 
after a certain amount of immunity has developed, 
the administration of sulphanilamide plus irrigation 
of the posterior urethra is employed. Prostatic 
massage is given when the urinary haze has gone. 
These patients have done well, the course of the 
disease being definitely shortened. 

4. In the chronic cases, with chronic prostatitis, 
prostatic massage and irrigations of the posterior 
urethra were employed. This group is the 
least satisfactory; but the course has definitely 
been shortened. When persistence of the infection 
is due to chronic anterior urethritis (rarely seen), 
very good results are obtained if the urethra is 
dilated during the course. Cauterization of infected 
follicles is occasionally necessary. 


Complications of Gonorrhea. 

Epididymitis: The administration of sulphanil- 
amide has little effect in the treatment of epididy- 
mitis. This complication is usually well developed 
when first seen, and therefore sulphanilamide is 
given too late. Epididymitis has developed in a 
few patients who have been taking sulphanilamide. 

Arthritis: The application of diathermy to the 
joints, followed by early movements and prostatic 
massage, usually effects a cure in three weeks or 
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less. The residual prostatitis and vesiculitis are 
then treated by continued posterior irrigations and 
prostato-vesicular massage. 

Non-Gonococcal Urethritis. 

If there is no complicating prostatitis, non- 
gonococcal urethritis subsides very rapidly (two or 
three days). If prostatitis is present, the result 
is much less certain. Regular prostatic massage 
is essential, as is also removal of septie foci, 
especially in connexion with teeth and tonsils. 


Conclusions Drawn from the Use of Sulphanilamide. 

Sulphanilamide is not effective in every case. If 
it is going to help, there will be obvious evidence 
within a few days. If no response occurs in ten 
days, we have found that stopping its use for a 
time and later repeating it, often cause prompt 
subsidence of the urethritis. This means that even 
the same strain of organism may vary from time to 
time in its susceptibility to the drug. 

Sulphanilamide acts as a blood-borne antiseptic; 

hence adequate blood supply to the parts is 
essential. This would seem to offer a rational 
explanation for the relatively poor results in pros- 
tatitis. Alterations in dosage and in the methods 
of use have occurred since its introduction, and 
undoubtedly further changes will be made in the 
future. Lately it has been recommended to delay 
its use till the tenth day or thereabouts, and 
endeavour to increase tissue resistance by means of 
gonoeoccal vaccines in the early stages. 
There is no doubt that by whatever method it is 
used, sulphanilamide is a very useful aid in the 
treatment of almost all patients with urethritis. 
Some patients have benefited very considerably, 
others moderately. 

At the Adelaide Hospital night clinic two years 
ago the attendance was 150 to 180 per night, twice 
a week. Now we rarely see more than 100; thus 
there has been a diminution’ in the number of 
attendances of over 30%. The number of new cases 
seen over the same period shows a drop of only 
about 8%. In other words, the length of treat 
ment has been shortened to a much greater extent 
than the incidence of new cases. 


ULeron (DISULPHANILAMIDE). 

I have restricted the use of “Uleron” to those 
cases in which there has been no response to 
sulphanilamide. 

“Uleron” is not recommended early in the course. 
It is advisable to wait till a leucocytosis has had 
time to develop—generally about the eighteenth day. 
“Uleron” is less toxic than sulphanilamide if given 
for only short periods. The dose is two tablets 
three times a day, that is, three grammes per day. 

Prolonged administration is apt to give rise in 
a small proportion of cases to a peripheral neuritis 
affecting some small muscles of the thumb and the 
flexors and extensors of foot and toes. 

My experience in the few cases in which I have 
used it is that it rapidly (two or three days) clears 
the urine of free pus and pus threads; but this 


is not permanent, and in a further seven to fourteen 


days the threads, with or without the free pus, 


reappear. It has been suggested that longer courses 
may prevent these recurrences, and courses of seven 
days or longer are now being tried in England. 


— 


THE CLINICAL APPLICATION OF SOME OF THE 
MORE RECENT PHARMACOLOGICAL PREPARATIONS. 


By K. Srvuarr Herzer, M.D. (Adelaide), M. R. C. P. (London), 


Lecturer in Clinical Medicine, University of Adelaide; 
Honorary Assistant Physician, Adelaide 
Adelaide. 


Tue two other speakers tonight are dealing in 
detail with sulphanilamide and so I shall not deal 
with this drug, although it appears that it or some 
of its relatives will have a place in the therapeutics 
of the physician. I shall consider briefly then two 
or three groups of drugs and intentionally make 
certain didactic statements so as to provoke 

on. 


THE BARBITURATES. 

Barbital, diethyl-barbiturie acid or 
malonyl-urea, was introduced into medicine in 1903 
by Emil Fischer and von Mering under the name 
of “Veronal”. In recent years various groups have 


been added or substituted to the basic formula and 


we have many compounds, the virtues of some of 
which our daily mail never fails to inform us. 

In general, barbiturates are used in securing 
calmness and sleep, to suppress convulsions and for 
partial or complete anesthesia. Sedative doses 
are not analgesic, but the addition of other 
analgesics renders them most effective, presumably 
by the reduction of the apprehension of pain. 


The advantages are as follows: 

The degree of action may be graded by dosage 
and to some extent by the compound used; the 
effect is prompt, dreamless sleep being secured in 
about 30 minutes after oral administration, immedi- 
ately after intravenous injection. Even the full 
anesthetic dose produces little disturbance of other 
functions, and the circulation, respiration, metabolism 
and the smooth muscles remain practically normal 
until the lethal dosage is reached. There are no 
undesirable after-effects beyond the length of sleep. 
The drug may be administered by any route, by 
mouth, per rectum, and by the hypodermic and by 
the intravenous routes without local irritation. 
There are no cumulative effects, very little tendency 
to habit formation and no n for increased 
dosage. 

The disadvantages are as follows: 

The response is rather variable and often greatly 
so in some individuals. The somnolent effect may 
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by considerable excitement and even 

The sleep may be unduly prolonged. 
Diarrhea is occasionally produced. Skin rashes 
occur, varying from erythema and urticaria to those 
resembling measles, scarlet fever and purpura. 
Rapid intravenous injection may produce rapid 
lowering of the blood pressure by as much as 
30 millimetres of mercury; but this does not occur 
if the injection is given slowly. 

The contractions of the parturient uterus are 
not affected by full anesthetic doses and the 
response to pituitary extract remains normal, 

The excretion of barbiturates occurs practically 
entirely. through the urine. 


Therapeutic Uses of the Barbiturates. 


The sedative action of barbiturates receives a 
wide variety of applications. Barbituric acids may 
be given by mouth in capsules, the salts in powders 
or tablets or dissolved in hot milk or tea. 
Parenteral administration is useful in the treat- 
ment of the maniacal or difficult patient. 


Barbiturates as Hypnotics. 


Barbital and phenobarbital produce six to eight 
hours’ sleep with little after-effect except when 
given in large doses, when the patient may be 
heavy for the early part of the day. With other 
barbiturates, as “Nembutal” (pentobarbital), the 
action is shorter—three to six hours. 


Barbiturates as Sedatives. 


The barbiturates can be used in much the same 
class as one would use bromides. I have found them 
of use in toxie goitre; but Sir William Wilcox, when 
he spoke in Melbourne at the British Medical Asso- 
ciation meeting, maintained that they were unsuit- 
able for this class of patient. They allay nervous 
apprehension. In nervous vomiting of pregnancy 
0-06 to 0-12 gramme (one to two grains) an hour 
before feeding and at bedtime has been found of use. 
In maniacal conditions, in delirium tremens, 
“Nembutal” or “Sodium Amytal” may be given in 
a dose of 0-24 to 0-48 gramme (four to eight grains). 


Barbiturates in Epilepsy. 


Barbiturates reduce the frequency and severity of 
the attacks, espicially grand mal; they are less 
effective in petit mal. The improvement persists 
only during medication. The administration of 
barbiturates combined with bromides, the individual 
dose of each being reduced, represents the best 
treatment for epilepsy. Phenobarbital is probably 
the best because of its sustained action. It was 
first introduced for this purpose by Friedlander in 
1912. The dose is 0-06 to 0-15 gramme (one to two 
and a half grains) at night when given alone. 
Sometimes excessive torpor is encountered and the 
dose must be lessened. 

The skin rash sometimes encountered is of 
interest. It is usually preceded by vertigo. The 
rash appears on legs and arms. It is morbilliform. 
Fever and nystagmus may also occur. Cessation 


of the administration of the drug quickly results 
in relief of symptoms, although the rash may take 
a fortnight to fade. 


Barbiturates in Other Conditions. 


Barbiturates may be used in all forms of 
convulsions, tetanus, strychnine poisoning, menin- 
gitis, tetany, eclampsia, cocaine poisoning and 
insulin overdosage. The dosage is the same as 
advised for maniacal states—0-24 to 0-48 gramme 
(four to eight grains) of pentobarbital and 0-42 to 
0-72 gramme (seven to twelve grains) of “Amytal” 
given by slow intravenous injection. While the 
barbiturates have little effect on the hypoglycemia 
they suppress insulin convulsions. 


Barbiturates in Ansesthesla. 


Barbiturates as the chief agent in anzsthesia are 
now not commonly employed. Their use in 
this way is not without risk; for one has no control 
once the drug is administered, and the stupor may be 
prolonged, and the risk of pulmonary complications 
is increased. Safety can be assured by doses 
which require to be supplemented by the volatile 
anesthetics. Their use in this latter connexion is 
a definite help either to induce sleep the night before 
the operation or as a sedative to allay nervousness 
and apprehension. They may be combined with 
morphine and atropine, or, in larger doses, they 
may be used to take a part in the actual anesthesia. 

In local anesthesia the barbiturates have the 
additional advantage of being prophylactic against 
acute poisoning by cocaine or procaine. 

Oral administration is usually best, although if 
rapid action is desired intravenous injection should 
be used; but the injection must be very slow, to 
obviate sudden fall of blood pressure. In general 
the shorter-acting barbiturates, as pentobarbital, 
are best, their effect being of brief duration and 
their index of safety (minimum fatal dose: thera- 
peutic dose) being high. 

The ratio of the therapeutic dose of pentobarbital 
to the minimum fatal dose is 1:3-3 to 1:4, and of 
phenobarbital, 1: 1-9 to 1: 2-65. 

Two to four capsules of “Nembutal”, each contain- 
ing 0-09 gramme (one and a half grains), are given 
one and a half to two hours before the time for 
operation: Morphine in a dose of 0-0075 to 0-015 
gramme (one-eighth to one-quarter of a grain) and 
atropine in a dose of 0-4 to 0-6 milligramme (one 
one-hundred-and-fiftieth to one one-hundredth of a 
grain) may be given half an hour before the opera- 
tion, followed by anesthesia with nitrous oxide. 


Obstetrical Analgesia. 

In obstetrical analgesia it is desired that the 
patient should not be actually unconscious, but 
drowsy, so that she drops to sleep between the pains, 
which are not felt much and are not remembered. 
The babies are not narcotized. The dose of 
“Nembutal” is 0-18 gramme (three grains), at the 
beginning of labour; this is repeated when the cervix 
has dilated to one and a half to two inches. 
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The combination of “Pyramidon” or amidopyrin 
with a barbiturate to give the combined effect of 
analgesia and sedation seems a suitable and 
beneficent combination; such preparations are 
“Veramon”, “Allonal”, “Optalidon” and “Somnosal”. 

It is well to remember the definitely established 
effect of “Pyramidon” in the causation of granulo- 
penia. Madison and Squier leave no doubt on this 
score. According to the literature the above 
combination is particularly prone to cause granu- 
lopenia in susceptible individuals, but not by virtue 
of the barbiturate. 

Gold salts, organic arsenicals, dinitrophenol and 
sulphanilamide belong to this group of agents toxic 
to bone marrow. It is well to remember that in 
United States of America there seems to have been 
a high incidence in doctors’ families. In some women 
at the menstrual period the administration of a 
combination of amidopyrine and a barbiturate for 
pain may induce the severe neutropenia and the 
occurrence of pharyngitis, ulceration of the mouth 
and throat, and fever. 


Acute Poisoning by Barbiturates. 

Acute poisoning by barbiturates is not infrequent, 
either by suicidal intent or over-suceptibility or by 
the therapeutic use of large doses for anesthesia, 
especially if by intravenous injection. 

In this country now the dispensing of barbiturates 
will not be able to be repeated indefinitely without 
a medical prescription, so the chances of suicidal 
poisoning are lessened. Coma, fall of blood pressure, 
depression, and even paralysis of respiration and 
fall of temperature occur. The pupils are usually 
constricted. For years in the laboratory it has been 
known that picrotoxin is an antidote to barbiturate 
poisoning; but until recently it was not employed 
in human beings. The methods are as follows: 

(i) Washing ont the stomach, irrespective of 
how long previously the barbiturate was taken. 
This drug causes cessation of peristalsis, and so 
considerable amounts may be received. Water is 
used or phosphate or permanganate in dilute 
solution. A purgative, such as sodium phosphate, 
is left in the stomach. 


(ii) The continuous administration of oxygen if 


available. 

(iii) The intravenous administration of a 1 in 
1,000 solution of picrotoxin at the rate of one cubic 
centimetre per minute. Up to 30 cubic centimetres 
are given, or administration is continued until the 
corneal reflex returns and the pupil becomes dlated ; 
or repeated smaller doses may be given. 

(iv) The giving of glucose by vein to combat 
acidosis and increase diuresis, for which sucrose 
solution may be used. The effect.of picrotoxin is to 
raise the blood pressure and increase the depth and 
the rate of respiration. Convulsions may be produced 
if the injection is continued when the pupillary 
and corneal reflexes have reappeared. 


DierraLis PREPARATIONS. 


Every now and then new preparations of digitalis 
come on the market, and unless we are impressed 


by the literature or have read scientific articles by 
someone we know to possess judgement, extolling 
their virtues, we continue to use the preparations 
that we know by experience are effective. 

Digitalis is made from the leaves of the purple 
foxglove—Digitalis purpurea. Powdered leaves and 
the tincture are the two most stable preparations 
containing all the glucosides. 

The leaves of Digitalis lanata have been used for 
the extraction of a pure crystalline glucoside of 
stable compositi toxin, marketed under the 
name of “Digoxin”. All the glucosides are marketed 
in a preparation called Digilanid“, in the 
proportions in which they occur naturally. 

The advantages of such a preparation as 
“Digoxin” are its constant composition and the fact 
that it does not have to be standardized by physio- 
logical experiment. This “Digoxin” can be used 
both in tablet form, each containing 0-25 milli- 
gramme, or in solution, in ampoules containing 0-5 
milligramme in one cubic centimetre for intravenous 
use after dilution by ten times the volume with 
freshly sterilized normal saline solution. With 
regard to this preparation for intravenous use, it is 
now considered to have replaced strophanthin, which 
is much less certain in its action and rarely acts when 
digitalis is not effective. It is very irritant, and none 
must leak into the tissues when it is being given 
intravenously. A single intravenous dose of 0-75 
to 1-0 milligramme causes a rapid fall in ventricular 
rate, beginning five to ten minutes after injection 
and reaching a maximum in one to two hours. One 
milligramme of “Digoxin” causes the average fall 
of about 30 beats per minute. One and a half 
milligrammes by mouth have much the same effect 
as one milligramme given intravenously in patients 
with auricular fibrillation. . 

I would suggest the administration of three 
tablets, 0-75 milligramme by mouth. This should be 
repeated in eight hours and then every eight hours 
until the heart rate is in the vicinity of 60 beats per 
minute, taken at the apex by means of the stetho- 
scope and not at the radial pulse. 

I have found the average maintenance dose of 
0-5 milligramme per day, that is one tablet, 
equivalent to 30 minims of tincture of digitalis, 
every twelve hours. I am speaking, of course, of 
the treatment of a patient with auricular 
fibrillation. 

Nausea, vomiting and coupling are the signs of 
overdosage, as well as profound slowing. Coupling 
and profound slowing to below 50 beats per minute 
are danger signs, and if they are not heeded sudden 
death is likely. It is to be remembered too that 
allowance must be made for fever, and the rate 
should not be forced below 80 per minute in a 
febrile patient. 

Strenuous exercise should not be indulged in by 
anyone taking full doses of digitalis; ordinary walk- 
ing exercise and moderate daily work are permitted. 

I recently came across some figures with regard 
to the administration of digitalis in pneumonia, a 
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very common practice, the idea being, apparently, 
to have the heart digitalized in the event of 
auricular fibrillation. However, auricular fibrillation 
is rare in pneumonia, and it must be remembered 
that digitalis pushed in such cases does itself cause 
irregularities in the heart beat as it also apparently 
does in diphtheria. 

A comparative study of nearly 750 pneumonia 
patients showed a mortality rate of 34% when no 
digitalis was given and 41% when digitalis was 
given. Conservative doses apparently did not affect 
the outcome, and the larger doses definitely 
increased the mortality, even when there was no 
sign of digitalis toxicity. 

I am personally conservative in the use of 
digitalis, and my house physician always has 
instructions not to give it, except in cases of 
auricular fibrillation, until I have seen the patient. 
Another pure glucoside is extracted from the leaves 
of Oleander nerii. The name “Folinerin” has been 
given to the preparation on the market. This 
preparation, in my limited experience of it, seems to 
act as does digitalis. The foxglove and the oleander 
are closely related. 

One would suggest the use of these standardized 
preparations when for any reason digitalis is not 
tolerated by the stomach or more rapid action is 
desired. 


MercuriaL Drourerics. 


Twenty years ago the first of the mercurial 
diuretics, “Novasurol”’, was introduced. It was 
very potent and contained 40% of mercury, and was 
first used as an antisyphilitic, and it was not until 
three years later that its diuretic action was noted. 
Its use has been supplanted by “Salyrgan” and 
“Novurit”. “Salyrgan” contains about 40% of 
mercury in a non-ionizable form in a 5% solution of 
theophylline. 

The advantage of these complex mercurial salts 
is that they are effective when-digitalis and other 
diuretics have failed, especially in cardiac cdema. 
It is important that none of the solution should get 
into the subcutaneous tissue. When it is given 
either intramuscularly or intravenously, diuresis 
commences within three hours, reaches its peak in 
about eight hours, and continues into the next day. 
Eight to ten pints of urine are often excreted in 
24 hours after the first injection in cardiac dropsy. 

These mercurial diuretics should not be used in 
acute or subacute nephritis or any nephritis in 
which blood cells are found in the urine. 

In arteriosclerosis or cardio-renal disease it is 
well to attempt to assess the amount of renal 
involvement by tests before the drug is given. In 
cardio-renal disease with cardiac dema and a 
mild renal lesion, a test dose of 0-5 cubic centimetre 
intramuscularly may be given, and if diuresis 
occurs the treatment may be continued. 

Ascites, the result of hepatic disease, as cirrhosis, 
has responded to treatment by diuresis. 

In cardiac dropsy “Salyrgan” may be given on 
alternate days. It is suggested that if sufficient 


diuresis does not occur, ammonium chloride for a 
day or two previous to the injection in doses of 
8-0 grammes in 24 hours will increase the diuresis. 
The disadvantage is that the ammonium chloride is 
nauseating and often the patient cannot take it. 
The best way to take ammonium chloride is in the 
form of granules with a hard coating so as to 
permit passage through the stomach without 
disintegration. 

The intravenous injection of “Novasurol” often 
causes diarrhea, at times with the passage of 
blood by the bowel; but I have not seen this occur 
after “Salyrgan”, which, from animal experiments 
and one’s clinical experience, is much less toxic. 
If the medical attendant is in doubt, it is always 
advisable to start with a small dose, say 0-5 cubic ' 
centimetre, instead of the usual 2 cubic centimetres 
of the 10% solution. 

It is always well to remember that increasing 
doses of all mercurial diuretics produce nephritis, 
and so if response is not obtained to an initial 
injection it is well to wait several days before a 
second injection is given. 

The insertion of a “Novurit” suppository once 
every seven to fourteen days when a periodic 
diuresis is needed for cardiac edema has been found 
an effective way for the patient to administer his 
own diuretic. “Novurit” is another complex salt 
of mercury with theophylline, and the dose intra- 
muscularly and intravenously is 1-0 to 2-0 cubic 
centimetres. The “Novurit” suppository contains 
0-5 gramme of the salt. In each cubic centimetre 
of the solution 0-1 gramme of the mercurial salt 
is present. 

These diuretics have much altered the outlook in 
cardiac dropsy. Southey’s tubes are not now seen 
in the wards of the hospital. 


THE ORTHOPTIC TREATMENT OF CONCOMITANT 
CONVERGENT STRABISMUS. 


By J. Rrnetanp ANpeRSON, M. D., F.R.C.S.E., 
AND 


Drana S. Mann, B.Sc., 
Melbourne. 


As far as we know, this is the first full investi- 
gation of a series of patients with squint treated in 
private practice. These are the first to be treated 
orthoptically under our supervision, and we hope 
that what we have learnt from them will give us 
very much better results in the future. 

Thirty-eight of our patients had normal retinal 
association when first seen, and 43 had not. The 
treatment and results differ so much in the two 
types that it seems best to treat each separately. 


2 Read at a meeting of the Victorian branch e Ophthal- 
mological Society of Australia in August, 1938, ‘a: the Alfred 
Hospital, Melbourne. 
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Normal Assaciation. 

In cases of normal retinal association the feats 
required of orthoptic training are these: to over- 
come suppression, to cultivate fusion and stereopsis, 
and by playing on the desire for fusion and 


Normal 
Average age of onset 3 years.~ 11 years. 
Onset before the age of one year.. 12% 50% 
26% 
21% 
Onset after the first six years 12% 3% 
Average angle 56 18° 28° 
Evidence of paresis 47% 67% 
‘Cured (including those not trained) 62% 26% 
Average period of training 62 weeks 73 weeks 


stereopsis to exercise the muscles until they auto- 
matically hold the eyes in normal position for both 
near and distant vision. It is the muscle exercises 
which occupy most of the time in training a patient 
with normal association; for suppression is readily 
overcome as soon as the vision in both eyes is equal 
(occlusion et cetera being used when necessary), 
and stereopsis often follows automatically on fusion. 
Patients with accommodative squints, who are 
almost or completely cured by wearing glasses, are 


Taste IT. 


trained by working on the accommodation- 
‘convergence association until they are able to 
accommodate for near work without glasses and 
without squinting. 

When we say that a patient is cured, we mean 
that the eyes are straight or show a heterophoria of 
5° at most, and that the patient has a fair range 
of fusion and good stereoscopic vision. 

Twenty-four patients with normai association 
were treated by orthoptic training alone. Seventeen 
(71%) of these were cured. They all had an initial 
angle of less than 30°, and received an average 
training of 49 visits in 52 weeks. 

We quote the number of weeks, not as indicating 
how long a cure may be expected to take, but as 
showing how regular was the training. It is the 
frequency of the visits that is important. A cure is 
more likely to be obtained by 40 visits in 20 weeks 
than by 80 visits scattered over two years. Atten- 
tion is vitally important in squint training, and a 
child is likely to lose interest if the period of 
training is too prolonged. Moreover, what is learnt 
in one lesson may be forgotten by the next if they 
are more than three or four days apart. Fewer than 
two lessons a week are probably almost useless, 
and three seem to be the ideal. More than three 
lessons a week are of little value, as they usually 
tire or bore the patients. 

Ten patients were treated by training and 
operation. Five (50%) of them were cured by an 
average training of 67 visits in 95 weeks, whereas 
the “training only” group averaged only 50 visits 
for a cure. 


TABLE III. 
Comparison of Cases in which Cure was Effected. 
- A Amount 
A 
Average Average “of Training. 
Treatment. Onset. (Years.) of 
(Years.) Squint. Visits. Weeks, 
Training only 3t lt 18° 49 52 
— and 
31 2 67 96 
Operation only 4 92 17° — — 


From these tables it appears that the condition 
of the patients cured by training only was simpler 


ni bo Results of the Treatment of 38 Patients who had Normal Association. 
bat 
A Amount of 
ow Average Average Average 
Number of of : 
(Years.) Visits. Weeks. 
only 2⁴ 17 7¹ 31 2 14˙ 52 52 
‘ — — 4 — 
10 5 50 31 71 22° 52 66 
rn 4 2 50 31 3 22° — — 


— — 
. Comparison Between Patients with Normal Association and Patients with 
Dissociativn. 


on 
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than the condition of those cured by training and 
operation. The latter were younger at the time of 
onset, had a larger angle of squint, and required 
more training. Much of the training in this group 
was of little purpose, since it was spent in attempts 
to reduce the angle of squint, which was later 
abolished by operation. Training before operation 
does not seem to be of much help in the ultimate 
attainment of stereopsis; for only one patient 
gained this before operation. Of the eleven patients 
who had no stereopsis before operation, six were 
untrained and five had had training; two of each 
group developed stereopsis and an amplitude of 
fusion as immediate results of operation. 

The patients who remain uncured are as shown 
in Table IV. 

It was a mistake to operate on the child with an 
accommodative squint. Her angle after operation 
was —7° with glasses and 2 15 without glasses. 
Every effort should have been made to teach her 
to dissociate accommodation and convergence. 


Four patients were treated by operation only, and 


two, both having an angle of less than 30°, were 
cured. Both of these developed accurate stereoscopic 
vision, and one gained a fair range of fusion, not 
present before, as the result of operation. 

On the whole, the results of the training of 
patients with normal association are satisfactory. 
The only failures were among patients who could 
not be given enough regular training or who had 
an obvious disability, such as ill health or ambly- 
opia. The most these could hope for was a cosmetic 
cure by operation. Excluding such patients and 
those with an angle of 30° or more when wearing 
glasses, it appears that one may expect to cure a 
squint by training alone in from 10 to 100 visits. 


The number of visits necessary depends on the age 
at onset, the duration of the squint, the regularity 
of training, the initial angle of squint, and the 
degree to which the squint is associated. with 
accommodative effort. 


Prognosis. 

If patients with amblyopia, patients aged under 
four years, patients with an angle of squint of over 
30°, and patients in poor health are excluded, all 
patients with normal association can be cured by 
training alone in 10 to 100 visits. The length of 
treatment required is shown in the following 
schema: 


Age at Onset. 

Under three years: 50 to 100 visits (4 cases). ‘ 

Three and four years: 35 to 92, with an average of 
50 visits (7 cases). , 

Over six years: 16 to 44 visits (3 cases). 

Duration of Squint. 

Three months and under: 16 to 35 visits. 

One year and under, but more than three months: 35 
to 92 visits. 

Four years and under, but over one year: 102 visits. 

Regular Training. 

More than one visit per week: Average number of 
visits = 44. 

Less than one visit per week: Average number of 
visits = 55. 

Angle of Squint. : 
Angle less than 20°: Average number of visits = 51. 
Angle greater than 20°: Average number of visits = 67. 

Accommodation. 

Accommodative squint: Average number of visits = 33. 
Non-accommodative squint: Average number of visits 
32. 

Training at an age of less than four years appears 
to be of little value. There is no reason to believe 
that patients with a squint of more than 30° 
cannot be cured by training alone; but the time 


TABLE IV. 
Particulars of Squinting Patients with Normal Association who Remained Uncured. _ 
Training. 
Treatment. — Result. Remarks ; 
Visits. Weeks. 

7 62 52 Adequate training; patient in 
poor health. 
Reduction and ac- 62 21 patient 21 
— (3). . 20 9 Inadequate (additional 

training at home). 
Training alone Less than 30° 54 31 ‘poor health patient in 

60 82 A te training ; 
Little or no improvement (4). 18 40 — ~ Lm 

young (3 years). 
35°. L 43 22 training at seven 
13 +5° angle; in- 
Stereoscopic vision (1). (before | @efore ) te 
(after 7 > | (after ) 4 

Less than 30° No stereoscopic vision (4) + after ‘after terest. e 
Training and operation © 25 —10° post- angle; ac- 
(after operation) after operation) — ve squint; in- 
12 3 W/L 2 post-operative angle; 
Greater than 30° (after 8 (after — * E 

|| (after operation) | (after operation) | angle; inadequate training. 


* The sign -+/ means convergence ; — means divergence. * R/L means right hyperphoria ; L/R means left hyperphoria. 
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and expense involved make it preferable to operate 
as well. In many cases it is possible to let the 
parents decide between fairly lengthy training and 
an operation and short period of training. 


Dissociation. 


In dissociation the great problem is to teach the 
patient, who has from infancy become convinced 
that both eyes cannot look at the same thing at 
the same time, to recover or to develop mental 
association of corresponding points on each retina. 
Once this is done, the training is essentially the 
same as for patients with normal association. 

In the study of these patients it has been observed 
that though the angle of squint increases with the 
duration of the squint, yet it does not vary with the 
age of onset. It was also found that the difference 
between the subjectively and objectively determined 
angles of squint, that is, the angle of anomaly, is 
always equal to about half the angle of squint. 


TABLE V. 
Angle of Anomaly in Relation to Duration of Squint and Age at Onset. 


Taste VIB. 
Results of Training of Patients with Dissociation when Excusable Failures are 
Number of 
Patients. 
Cured ee 7 4 17 
46 
Nearly cured 7 29 
Total ** * 24 100 


All but one of the patients treated by operation 
without training had an initial angle of over 30°, 
and all but three were over ten years old when 
first seen. It is hardly surprising that none of them 
could be classed as cured; all were left with eyes 
nearly parallel, but without fusion or stereopsis. 


Angle of Angle of 
Squint. Anomaly. 


Angle of 
Squint. 


Forty-three patients with dissociation have been 
studied, ten of whom were treated by operation only. 
Of those who received training, 12% were cured; 
21% were almost cured, that is, they have some 
stereopsis, good fusion and heterophoria of 5° or 
less. Excluding patients whose age when treatment 
began was over ten years, or who had an anatomical 
defect in one eye, or who received fewer than 20 
visits for training, we have a percentage of 17% 
cured and 29% almost cured—a total of 46%. These 
figures are shown in Tables VIA and VIB. 


VIA. 
Results of Treatment of 43 Squinting Patients with Dissociation (33 by training, 
* af 10 by operation). 


Percentage. 


Failure. 
10 


Cured 

Patients. Patients. 

Average age at onset - 1) years. 1} years. 

Average age when training began ? year. — 
Average angle of squint... 

Average amount of training received 65 visite, 65 visite, 

77 weeks. 73 weeks. 

Percentage with evidence of paresis 67% 64% 


It is rather difficult to find reasons for the failure 
in over 50% of our cases. In those in which a cure 
was effected the duration of the squint and angle 
of squint were less than the averages for the whole 
group. But we cannot be dogmatic and say that 
it is no use training a child who has squinted for 
five years or more; for we have cured at least two 
such patients. The rates of cure in relation to age 
of onset are shown in Table VIII. Of patients 


TaBLE VIII. 
Comparison of Results of Treatment of Patients with Normal Association and 


The average amount of training required by the 
cured patients was given in 65 visits, and the largest 
post-operative angles overcome were 15°, 8° and 
5° with left hyperphoria of 8°. 


year and under three years 100 
Three years and under six years a4 
Six years and over .. 76 


* 
| 62 
| 
| 
| 
Angle of 
Under three years 21° 10° Under three montbs 30° 1” 
‘ Three years and under five years .. 2. 1” Over three months and under one * 1 
years under fifteen years Three under six years. . ¥ 
Fifteen years and over 0 40° 20° Seer ax years Bd oa se 30° 15° 
VII. 
Comparison of Cured Patients and all Patients with Dissociation. 
Method of Result. Reason for 
Treatment. Failure. Patients. 
Nearly cured. 2 : 11 
No excuse. 13 40 
(33 Age over 10 
‘ Failure. years. 4 12 
Less than 20 
Microph 
thaimia. 1 3 
5 Percentage Cured. 
ad (10 patients). 100 ; Association, | Dissociation. 
Under three months 53 4 * 18 3 
50 
7 
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whose training commenced when they were aged ten 
years or more, 66% of those with normal associa- 
tion were cured and none of those with dissociation. 
Among the patients who had a squint of 30° or more, 
50% of those with normal association and 44% 
of those with dissociation were cured. If a squint 
had lasted five years or more, cure was effected in 
20% of cases of normal association and 10% of 
dissociation. These percentages may be very mis- 
leading, because certain totals are very small. 

It may be said of prognosis that it is good when 
onset occurs at or soon after birth; it is fair when 
the angle of squint is 30° or over, and is not hopeless 
when the duration of the squint has been five years 
or longer. 

In some of the unsuccessful cases an overacting 
inferior oblique muscle gave evidence of former 
paresis; but this cannot be offered as an excuse 
for failure, since some patients almost cured had 
the same trouble. The signs of an overacting muscle 
are a pronounced and varying height difference, 
ptosis and head tilting. Our findings are uncertain, 
because in a number of case histories a considerable 
height difference is first recorded after operation. 
In the majority of cases this simply means that 
measurement of the large preoperative angle of 
squint was so difficult that the height difference 
escaped notice. Occasionally the normal muscle 
balance may have been disturbed by the reattach- 
ment of the recti in a new position. 

A most important factor in deciding whether or 
not to train any particular patient is the mentality 
of the child and of his parents. To recover normal 
retinal association is to break up a deeply rooted 
and constantly practised habit of mind. It requires 
determination and concentration, and cannot be 
expected of a sickly, nervous or inattentive child, 
or of one whose parents do not show themselves 
greatly interested in the training. 

As to the question of whether training should 
precede or follow operation, we find that training, 
operation and training in that order gave a 60% 
chance of cure; training followed by operation gave 
a 33% chance; and operation followed by training 
gave a 29% chance. Training alone gave a 50% 
chance. The patients treated by each method were 
approximately the same in initial prognosis, all 
having about the same age of onset and duration 
of squint. All methods, however, were not given 
an equal chance; the group subjected to operation 
and then training had an average of 37 visits, while 
the group trained, operated on and trained again 


averaged 92 visits. 


average numbers of 
as shown in Table X. All of these had squints of 


We are ot sure that to obtain normal association 
before operation is an advantage. Of nine patients 
who gained normal association by training before 
operation, six, or 67%, were ultimately cured. The 


visits these had were 


Tann X. 
The A Number of Visits before and in the Treatment 
verage after Operation of 
1 I. II. III. IV. 1 V. 
Number Average Average Total 
of Visits | Number | Number | A Number 
till As- of of Visits T Visite 
sociation Extra after Number Exclusive 
became Visits Operation. of Visits. of 
Normal. before Numbers 
Column II. 
All patients 22 40 27 * 49 
Cured patients 17 42 24 83 41 


progress. 


TaBLE IX. 


from 10° to 35°, averaging 23°. 
at onset was one and a quarter years, and the 
average age when training began was five years. 
Only six patients who did not have normal associa- 
tion before operation were comparable, in that they 
had angles of divergence between 10° and 35°, and 
post-operative training was not abandoned as hope- 
less until they had had at least 40 visits. Four 
(67%) of these patients were cured in an average 
of 35 visits, the average training received by the six 
patients being 46 visits. Their average angle of 
divergence was 28°, and the average age at onset 
and at the beginning of training was one and a half 
years and five years respectively. 

Thus the chance of cure and the percentage of 
cures are approximately the same in the second 
as in the first group. The 35 training visits compare 
favourably with the amount of training the others 
required, even if we exclude as unnecessary the 
40 odd visits between the first development of normal 
association and the time of operation, so as to make 
their total 41 instead of 83. 

All things considered, it would seem advisable 
to operate early, or at least after about 30 visits, 
as three of our patients gained normal association 
apparently as a direct result of operation. Some of 
our patients gained normal association in five or 
six training visits, and all who were ultimately 
cured had done so by the thirtieth visit. It is there- 
fore probably of little value to go on with training 
after this time if the child still shows no sign of 


The average age 


A 
Number 


Average 
Method of Treatment. of Patients. . Duration. 
ears. 


(Years.) 


A 
Average 
Angle. 


Amount of 
aining. 


Figures showing the Apparently Best Method of Treatment for Patients with Dissociation. 
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Weeks. 


of Cures. 
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Our failures must not be considered inevitable. 
Some of them, we are afraid, are due solely to our 
lack of knowledge in the early days of squint 
training. Theoretically, there seems to be no 
intrinsic reason why any patient with squint who 
has normal vision should not ultimately be perfectly 
cured; but actually lack of time, money, interest 
or health often makes an otherwise easy cure 
impossible. 

Whether or not we recommend training in the 
future will depend very much on the family circum- 
stances of the patient. Stereoscopic vision is 
undoubtedly an advantage; moreover, full binocular 
vision can overcome a small operative error and 
obviate the danger of future recurrence. But when 
training means great worry and expense to the 
patients it may be better to dispense with it. A 
child who has squinted from birth is not badly 
equipped for life once his eyes have been 
straightened; for he is not troubled by double 
vision, and his lack of stereopsis is largely com- 
pensated by an acquired perception of depth, based 
on accommodation, parallax and other factors. This 
is a delightfully reassuring thought; but it must be 
remembered that there are some patients with 
squint, notably accommodative squints and the 
very variable squints associated with nervous 
influences, who are not always improved, even 
wsthetically, by operation. 


Pian of Treatment. 
The plan of treatment which we now intend to try 
out may be summarized as in the following schema: 


CONVERGENT Cox con 


Summary. 


1. A distinction is drawn between those patients 
who have normal retinal association when first 
examined and those who have not. 

2. Our definition of cure is the attainment of 
orthophoria, or a heterophoria of 5° or less, with a 
good range of fusion and stereoscopic vision. 

3. Of 38 patients with convergent squint and 
normal retinal association treated orthoptically 
under supervision, 24 were not operated on, and 
17 of these were perfectly cured. In ten more 
difficult cases operation was used as well as 
training ; five of these patients were cured. Two out 
of four patients were treated by operation only. 


4. Operation is regarded as a means of cosmetic 
cure when training is impossible, and as a means 
of accelerating recovery when there is a large angle 
of squint with glasses. In the latter case we believe 
it is best to operate early and then to train, as 
little is gained by long preoperative training. 

5. The failures are attributed to insufficient 
regular training, to the age of the patients, to 
amblyopia and to ill health. When training was 
given a reasonable chance, it was always successful 
in curing patients with normal association. 


6. The amount of training required varied from 
10 to 100 visits, according to the following factors: 
age at onset, duration of squint, regularity of 
training, angle of squint, the degree to which squint 
was associated with accommodative effort, and the 


thental powers of the patient. 


(Always follow operation by training when necessary, if family circumstances allow.) 


— 
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Glasses ; | Attention to 

‘ occlusion health at home 
! Partial 
train Train ; Four 
| 
— 
Verteble Angle Angle 
to Uriter 25° Over! 265° 
health at home ; | 
holiday 
. Attention to 
health train 
of 
Train 
Under 30° 
Leng time Operation 
Encouragement 
of interest 
ð 


January 14, 1939. 


THE MEDICAL JOURNAL OF AUSTRALIA. 65 


7. Of 43 patients with dissociation studied, 33 
were treated by training and operation, and 11 of 
these were cured. None of the ten patients operated 
on but not trained gained full binocular vision. 

8. Some of these failures are attributed to the 
same causes as those among patients with normal 
association. The remainder are difficult to account 
for, but mostly occurred in cases in which the squint 
appeared early and was not treated till late, or in 
which the parents were not deeply interested in 
the treatment. 

9. The average amount of training occupied 67 
visits. 

10. The results suggest that ultimate success is 
no less likely when training is not given until after 
operation, and that to give a course of training of 
more than 30 visits before operation may be a waste 
of time. 

11. In deciding what mode of treatment to adopt 
for future cases we shall take into consideration 
the following factors: family circumstances and 
interest, mentality and health of the child, angle 
and duration of the squint, and the effect on the 
squint of glasses. 

12. Two further uses of orthoptics are: (i) the 
accurate measurement of the angle of squint, which 
should always be made, even though a cosmetic 
cure only is being sought by operation, and (ii) 
the highly satisfactory treatment of heterophoria. 
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FURTHER EXPERIENCES IN THE INSULIN 
TREATMENT OF SCHIZOPHRENIA. 


By P. Guy 


Clinical Assistant to the Psychiatric Clinic, Saint 
Hospital, Melbourne. 


In a previous paper Dr. C. Farran-Ridge and 


I described the results obtained with the first nine- 
teen patients to be treated in this country with 
insulin according to the method of Sakel. The 
present paper will be devoted to the presentation 
of the results obtained in a further series of thirty- 


three cases, and to the discussion of some aspects 


of the treatment that in the light of additional 
experience appear to require special emphasis. For 
a full description of the technique of the treatment 


the reader is referred to the above-mentioned paper, 
to which the present communication should be 
regarded as in some measure supplementary. 


Dosage. 
A noteworthy feature of the present series of 
cases is the extremely wide range of variation in 


the susceptibility to insulin of the patients. With 
one patient’ a dose of one (sic) unit was sufficient, 
on several occasions, to induce coma; on the con- 


trary, another patient, four and a half hours after 
the injection of the Gargantuan dose of 440 units, 
was able to sit up and drink the glucose solution 
unaided. The insulin-resistant patient presents a 
difficult problem, particularly in the paranoid form 
of schizophrenia, in which the induction of deep 
coma is essential for adequate treatment. With the 
object of sensitizing the resistant patient, 
Braunmühl“? has devised a scheme of regulation of 
the dosage which he terms the zig-zag method. In 
this method, when a dose of 300 units has been 
reached without the occurrence of a therapeutically 
adequate reaction, no further increase in the dose is 
made; but the patient is maintained on that dose 
for several days. The dose is then reduced to 40 
units (twice the initial dose) ; on the following day 
it is increased to 150 units, on the third day to 300 
units, and on the fourth day it is again reduced to 
40 units. This procedure is persisted with until a 
satisfactory hypoglycemic reaction is obtained. 

Intercurrent infections, such as furunculosis and 
acute coryza, to which patients receiving insulin 
treatment appear particularly prone, were found to 
increase the resistance to insulin. 

The converse phenomenon of sensitization was 
frequently exhibited during the terminal stage of 
the treatment, when the dose of insulin was being 
progressively reduced. Thus one patient, whose 
usual coma dose was 400 units, passed into coma, 
during the terminal stage of his treatment, at doses 
of 300, 250 and 100 units respectively. Such an 
observation stresses the necessity for unrelaxed 
vigilance during the terminal phase, even though 
the dose of insulin which has been administered is 
but a small fraction of the habitual coma dose. 

No correlation between the magnitude of the dose 


of insulin required to produce coma and the 


response to treatment could be detected in the 
present series. Among the patients who showed 
good remission the average maximum dose was 227 
units, while among those who showed slight or no 
improvement it was 199 units. 


States of Excitement. 


Eight of the thirty-three patients showed, at some 
time during their treatment, psychomotor excite- 
ment of such severity as to necessitate premature 
termination of the hypoglycemia. It is interesting 
to note that the physique of the patients who 
exhibited excitement generally approximated to the 
pyknic type. The occurrence of typical wild psycho- 


* Braunmiihl’s book is undoubtedly the most complete and 
systematic exposition of the insulin treatment of schizophrenia 
at present available. 
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motor excitement appears to be of favourable prog- 
nostic significance, as it is never exhibited by 
deteriorated patients. In no case was it seen with 
a patient whose illness was of longer duration than 
three years. Although the ideal reaction to insulin, 
from the therapeutic standpoint, is the smooth 
induction of coma, yet the state of excitement can- 
not be regarded as devoid of therapeutic value. One 
patient (Case XI), day after day, became wildly 
excited, and on only one occasion passed into coma, 
but was nevertheless able to achieve a complete 
remission. . 

The opportunity which the state of excitement 
affords for a psychotherapeutic approach to the 
patient should not be neglected. While in a state 
of excitement a previously inaccessible patient will 
frequently freely discuss his illness and spon- 
taneously reveal the existence of causative factors 
hitherto unsuspected. The material thus obtained 
enables the psychiatrist to obtain a closer rapport 
with the patient and a deeper insight into the 
genesis of his psychosis. 

In the management of states of excitement it has 
been found necessary to modify the procedure 
recommended by Dr. C. Farran-Ridge and myself in 
our paper. In the event of the occurrence of a 
state of excitement, instead of reducing the dose of 
insulin, as originally advocated, I have found it 
more advantageous to increase the dose boldly day 
by day, terminating the hypoglycemia on each 
occasion immediately the excitement commences. 
With the progressive increase in the dose of insulin, 
the excitement gradually changes in quality, as the 
somnolence and dulling of consciousness due to the 
vagotonic action of the insulin come more and more 
to the foreground of the picture. The patient, who 
is at first wide awake and alert during the period of 
excitement, with rapid, purposeful movements, 
becomes day by day more somnolent, his movements 
become slower and more automatic, until finally he 
passes into coma, generally with a preliminary 
period of restlessness which represents the residue 
of the original excitement. 

The administration of “Belladenal” (two tablets 
by mouth night and morning), as advocated by 
Braunmühl, has been found of great value in 
ensuring the smooth induction of coma in patients 
prone to attacks of excitement. 

In addition to the acute psychomotor excitement 
that is limited to the hypoglycemic period, another 
form of excitement, milder in degree, and sustained 
without remission for days on end, is occasionally 
seen. It is characterized by hypomanic press of 
activity, slurred speech and hilarious euphoria sug- 
gestive of alcoholic intoxication, and erotic 
behaviour. In both the cases in which this form of 
excitement was exhibited, anxiety was a prominent 
feature of the symptomatology. 


Complications and Emergencies. 
The frequency of complications and states of 
emergency may be gauged from the fact that during 
a total period of treatment of 5,136 insulin-hours, 


immediate termination of the hypoglycemia by the 
intravenous injection of glucose was found to be 
necessary on thirty-three occasions. The indications 
for the interruption are shown in Table I. 


TABLE I, 


Indications for Termination of the Hypoglycemic State. 
Number Number 
Complication. of of 
Occasions. Patients. 
8 en 2 1 
Vomi of nasal feed ° 2 1 
to signs of wakening 
ure show a within 
half an hour after nasal feed 
Threatened onset of coma after * 
tion of glucose by mouth * 45 1 1 
Onset of wild psychomtor excitement after 
interruption by nasal feed b. am 2 2 
Po abo 120 minute and rising 3 2 
ve 
Failure 1 1 


Prolonged Coma. 
A serious complication, to which inadequate 


attention was devoted in the earlier literature, is 


the condition that may conveniently, but not quite 
accurately, be termed prolonged coma. This term 
comprises states of disturbed consciousness of 
varying grades of severity, which are the result of 
failure, in greater or less degree, to awaken com- 
pletely from coma, despite the administration of 
large doses of glucose and adrenaline. 


One severe case of this condition occurred in the 
series (Case XVI). 


A female, aged twenty-nine years, on the twentieth 
day of treatment, after having remained for 80 minutes 
in a state of coma induced by a dose of 120 units of 
insulin, was given 175 grammes of glucose by the nasal 
tube, and one hour later 50 cubic centimetres of a 33% 
solution of glucose intravenously. She failed to awaken 
from the coma. The administration of further glucose 
by the nasal tube and by intravenous injection, and the 
intramuscular injection of one cubic centimetre of a 
1 in 1,000 adrenaline solution proved equally ineffeciive. 


’ Neurological examination revealed the presence of a left 


hemiparesis. The patient remained comatose until the 
following morning, when she passed into a somnolent state. 
This persisted for twelve days with vomiting and pyrexia 
at intervals, and on two occasions cardio-vascular collapse. 
No mental improvement was evident when she awoke. 


The fullest discussion of this condition in the 
literature is the paper by Salm, (“ who encountered 
several cases among eighty patients treated by him. 
An essentially similar picture was presented by the 
patients affected: confusion which persisted in spite 
of the administration of large doses of glucose, 
lethargy, somnolence, vomiting, and occasionally an 
elevation of temperature to 40° C. without obvious 
external cause. In no case was the preceding coma 
unduly deep or prolonged. The condition was not 
due to persistent mild hypoglycemia, as in every 
ease the blood-sugar level was found to be above 
normal. The autopsy findings in the case of a 
patient who died after remaining in this state for 
eleven days throw some light on its causation. 
Histological examination revealed the presence of 
hemorrhages in the neighbourhood of the third 
ventricle, in the substantia nigra, and in the 
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vegetative centres. Ischemic changes, particularly 
in the ganglion cells of the cortex, were also 
0 ed. 

In regard to the treatment of the condition, Salm 
emphasizes the fact that, as it is obviously not due 
to sustained hypoglycemia, it is useless to persist 
with the intravenous injection of glucose solution 
in the hope of arousing the patient. Attention 
should primarily be devoted to the maintenance of 
the circulation. 


Freudenberg claims that the administration of 
vitamin B, in the form of “Betaxin” (800 pigeon 
units) or a yeast emulsion has roused in twenty to 
thirty minutes patients whom the intravenous 
injection of large amounts of glucose solution had 
failed to awaken from coma. I have not yet had an 
opportunity to verify the efficacy of this measure. 


Neurological Sequele of Hypoglycemia. 
One patient (Case III), on two occasions after 
the termination of hypoglycemia, showed neuro- 
logical changes which persisted for several hours. 


A female patient, aged twenty years, on the twenty- 
second day of treatment, after having remained for one 
hour in a state of coma induced by a dose of 180 units of 
insulin, was given 200 grammes of glucose by the nasal 
tube. After the nasal feed she became wildly restless, and 
it was noticed that she had sustained a paresis of the 
right side of the face. On awakening cne hour later she 
was found to be aphasic and confused; the deep reflexes 
on the right side were diminished, and the movements of 
the right hand were clumsy. 

On the twenty-seventh day of treatment the patient, 
after having remained for one and a quarter hours in a 
state of coma induced by a dose of 160 units of insulin, 
was given 200 grammes of glucose by the nasal tube. A 
quarter of an hour later, as she showed no signs of 
awakening, 50 cubic. centimetres of a 33% solution of 
glucose were injected intravenously. She did not awaken 
in response to the intravenous injection, but passed into 
a state of wild motor unrest that persisted for one and a 
quarter hours. During the restlessness it was noticed 
that she had develdped a paresis of the left arm. Four 
and a half hours after the termination of the hypo- 
glycemia the patient was still drowsy; she could be 
roused, but immediately lapsed back into somnolence. She 
lay curled on her right side, away from the light. If her 
position was disturbed, she immediately turned on her 
right side again. Fine twitching of the muscles of the 
left side of the face and of the left hand was evident. 
The deep reflexes were more active on the left side, and 
on this side the superficial abdominal reflexes could not be 
elicited. It was not until three hours later that the 
patient was fully awake. 


Insulin Urticaria. 


One patient (Case XXX) had a severe attack of 
urticaria following the injection of 280 units of 
insulin on the twenty-second day of treatment. 
Treatment was suspended for four days. It was 
then resumed with a dose of 240 units, Common- 
wealth ox insulin (40 units to the cubic centi- 
metre) being substituted for the Lilly’s pig insulin 
previously employed. Another severe urticarial 
reaction occurred half an hour after the injection. 
Treatment was again suspended for three days, and 
a further change was made to Commonwealth pig 
insulin, with which treatment was uneventfully 
concluded. 


Supplementary Treatment with Cardiazol“. 

In four cases, concurrently with the insulin 
therapy, a course of “Cardiazol” convulsions was 
given. Supplementary Cardiazol“ therapy is 
indicated in the case of insulin-resistant patients 
whom it has not been found possible to sensitize, 
and in the ease of those patients (particularly 
subjects of catatonic stupor) who show a slow or 
vacillating response to treatment. The “Cardiazol” 
may be administered either on a day on which the 
injection of insulin is omitted, or, preferably, during 
the hypoglycemic period, two hours after ‘the injec- 
tion of the coma dose of insulin. If the “Cardiazol” 
is given later in hypoglycemia, during the period 
of actual coma, as advocated by Cook, post- 
convulsive vomiting is apt to be a troublesome 
feature. The advantages of injecting the “Cardi- 
azol” during hypoglycemia are as follows: the 
patient is free from apprehension, and hence the 
injection is easier to give and is more certain in 
its action, owing to the absence of struggling and 
deep breathing; if the seizure fails to occur, he is 
spared the intense dysphoria which is such a dis- 
tressing feature when “Cardiazol” is administered 
in the ordinary way, and the occurrence of which, 
as Meduna“) has recently emphasized, is apt to 
precipitate a serious relapse in a patient who has 
been making satisfactory progress towards recovery. 
A quarter to half an hour after the convulsion the 
hypoglycemia is terminated by the patient’s being 
given glucose solution to drink. A previously deeply 
somnolent or even comatose patient is generally 
aroused sufficiently by the seizure to be able to 
drink the glucose solution without difficulty, a 
finding which is explained by the observation of 
Sorger and Hofmann (e) that immediately after a 
“Cardiazol” seizure the blood sugar level commences 
to rise, reaching its maximum in about thirty 
minutes. 

Results. 

In the classification of the results, I have adopted 
the four categories recommended by Frostig: (i) 
complete recovery (+++); (ii) incomplete recovery 
(++); (iii) partial recovery, or social remission 
(+); and (iv) no improvement (-). For conveni- 
ence, categories (i) and (ii) are comprised under 
the term “good remission”. 

1. The following four criteria for complete 
recovery, as described by Müller, are recommended 
for adoption: (a) complete disappearance of schizo- 
phrenic symptoms; (b) restoration of adequate 
emotional response; (c) critical insight into past 
illness; and (d) full capacity for return to former 
work, 

2. The patient is said to have recovered incom- 
pletely when any one of the preceding requirements 
is lacking. 

3. The term “partial recovery” is applied in cases 
in which certain of the symptoms have disappeared, 
or in which the patient shows partial improvement ; 
for example, pacification, restoration of social 
behaviour and of the capacity for work in an 
autistic, unstable patient.“ 
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Analysis of the results shows that a good remis- 
sion was obtained in 80% of 10 cases of less than 
six months’ duration, and in 39% of the 23 cases 
of longer standing. 


In evaluating the results it should be borne in 
mind that the schizophrenic patients can hardly be 
said to represent a typical cross-section of the 
potentially available schizophrenic material, as, 
owing to the special conditions under which the 
treatment was conducted, patients who were unduly 
excited, noisy or untidy could not be accepted for 
treatment. 

The senile paranoid patient (Case VIII) appears worthy 
of particular attention. In view of the patient’s age 
(sixty-one years) and her past history of auricular fibrilla- 
tion, a modified technique was employed. The dose of 
insulin was very slowly and cautiously increased and the 
hypoglycemia, except on one occasion, was terminated 
before the onset of actual coma. She was nevertheless 
able to achieve a good social remission, and is now 
carrying on quite satisfactorily at home, whereas prior 
to treatment her mental state was such that committal 
to an institution appeared inevitable. 


Insulin therapy is not necessarily contraindicated 
in the case of a patient at the sclerotic period of 
life; but with such a patient a most careful pre- 
liminary scrutiny of the cardio-vascular status, 
including electrocardiographic examination, is 
essential. It is also important that the dose of 
insulin should be very gradually increased during 
phase II of the treatment, as there appears to be 
no doubt that the susceptibility to cardio-vascular 
collapse is accentuated by abrupt and incautious 
increase of the dosage during this phase. 


None of the three patients with compulsion 
neurosis showed a response to treatment that could 
be regarded as significant. All the patients, except 
seven, gained in weight during the course of the 
treatment. The maximum gain was 118 kilograms 
(twenty-six pounds). 

The phenomenon that Sakel has _ termed 
“Auareifen der Gesundung“, that is, the progressive 
aecentuation and consolidation of the improvement 
after termination of the treatment and discharge 
from hospital, was strikingly exhibited by many of 
the patients. There were no deaths in the series. 


Finally, in view of the common criticism that 
the favourable results obtained with insulin therapy 
are actually due to the inclusion, among the cases 
regarded as schizophrenic, of a proportion of cases 
that are really affective in nature and hence of 
relatively hopeful prognosis, it is of interest to note 
that the patients who responded best to treatment 
were precisely those in whom the symptomatology 
was richest and approximated most closely to that 
of Kraepelinian dementia precoz. 


References. 


0 C. Farran-Ridge and P. G. Reynolds: “The Insulin Treat- 
ment of Schizophrenia”, Tun JourNAL or AUSTRALIA, 
Volume I, January 15, 1938, page 100. 


„Phase I” is the term employed by Semel to denote the 
of the treatment, ng 


1 stage which the dose 
insulin is progressively increased in order to arrive at 
to produce coma. 


of the 
dose required 


Tann Ila. 


ic schizophrenia. | 30/3/38 


1 +} + | + +} + +| + 
* 
21 =| 2 
> 8 
=| s| a] a | 2 
1 


10 


+++ | | 011 | 


+++ | oze'ot | cor | 


„ 
„„ 
d 
2 3 ia WW 


Supplement to Tue MepicaL JourNnAL or AvustTRALiA, January 14, 


„ 
„ 
; 
wis 


= 
„„ 
JC 
— 
— 


THE MEDICAL JOURNAL OF AUSTRALIA. 


January 14, 1939. 


++ 88/8/43 099˙* 8⁰ 991 oF 88 / 5/9 ZI | FZ 43 

+ 88/8/18 011 — 21 151 98 88/3/11 | syyuow Zt | oF 9% 

++ 85 / ovr — 9 303 3s 48/81/6% | oyuerydeqeH 0 T 9% 

88/8/08 680˙9 00 om 71 171 48 | g 6 7 

2801/8 0 9˙9 061 — 8% 4 201 8 2800 0. 8 

88/8/13 0³⁰˙ 008 1 88 88 49 28 

88/T/8T 996‘T 06 — 0 61 96 2 2 | 30 18 1 

477 85/17/81 089˙6 068 91 11 81 39 | f. 0 
460 l/ ls 099˙8 OST — 61 91 StL 88 zodugs OT] 61 

+++ 48 1001 98 w 87 2⁰ 19 250 | S % Lt 

peBuojoid jo 

peuopuyqe en 0³¹ — 9 8 0 0 28700109 pyouvied a § 6 91 

+++ 986˙ 06 — 18 78 98 28/6/¥% | oyuerydeqey | 63 91 

28 06's 093 — 8 9 69 48/6/% | 98 51 

wad 28/11/93 998 ore — 11 961 os 18/6/¢ 81 

+++ 0L3'T — 1 9•0 981 28 | syyuom OF 11 

a 
(mag) (ng) 
0 | Jequny 1004, smo jo | mog jo | 
qanoury | 170 v qumN ned 


4 
0 
69 
— 
* 
q 
< 
‘ 
a 
4 f 
i 
q 
bs 
i 
14 
4 
= 
: 
4 
— 
4 
2 


THE MEDICAL JOURNAL OF AUSTRALIA. 


‘Sanvary 14, 1939. 


TABLE [1B.—Continued. 


Results of Treatment in Ilness of More than Siz Months’ Duration.—Continued. 


Cardiazol convul- 
during course of treatment 


(during hypoglycewmia). 


"fous au 


++ 


+++ 


+++ 


7 months Paranoid schizophrenia. 24/3/38 


3 years Compulsion neurosis. 
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DIVERTICULOSIS AND DIVERTICULITIS: AUTOPSY 
RESULTS. 


By J. B. Cre.anp, M. D., 
Marks Professor of Pathology, University of Adelaide. 


THe appearance of Sir Charles Bickerton 
Blackburn’s article on “Diverticulosis and Diver- 
ticulitis“ in Tue MepicaL JourNAL oF AUSTRALIA 
for September 10, 1938, page 405, has led me to 
look up our post mortem records on this subject. 


In 3,660 autopsies at the Adelaide Hospital, from 
1920 to the end of 1937, 56 examples of diverticulosis 
of the colon were recorded. In addition, there were 
five examples amongst 440 autopsies at the Mental 
Hospital. 

Table I gives an indication of the frequency 
of this condition in an Australian community at 
various age periods and in the two sexes. From 
these results it can be stated that at least 15% of 
adults dying in the Adelaide Hospital have 
diverticula of the colon. This percentage is, how- 
ever, an obvious under-estimation. Thus in our 
first thousand autopsies only four cases appear 
under this category; but there were 13 in the second 
thousand, 21 in the third thousand, and no less 
than 20 in the remaining 660 autopsies. This means 
that in the later post mortem examinations closer 
observation was made as to the occurrence of this 
condition, and the actual percentage for post 
mortem examinations of adults is probably about 
25 rather than 15. Blackburn quotes Abell as 
stating that on autopsy findings 5% of people over 
forty years of age have diverticulosis. It will be 
seen that only three individuals under the age of 
fifty years showed the condition, which becomes 
not uncommon in the fifties, and there may be said 
to be a general tendency to its development as the 
years advance. In the majority of cases the diver- 
ticula were not accompanied by inflammation or 
other associated pathological lesions. They were 
obviously quiescent. In six out of the 56 examples, 
however, rupture of the diverticulum had taken 
place, with the development of perifonitis. These 
comprised three males, aged fifty-eight, sixty-five 
and sixty-eight years, respectively, and three women, 
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75 TABLE I. 
The Incidence of Diverticulosis in a Series of Post Mortem Examinations at the Adelaide Hospital. 


Males. 


Females. 


Diverticula 
Present. 


15 
9 
3 


1,453 35 1 in 41°5 


Im 37-4 


18 lin 20-4 1,983 


or 1°5%. 


aged sixty-four, sixty-seven and seventy-five years, 
respectively. 

In another case, that of a woman, aged seventy-three 
years, there was diverticulitis involving about six inches of 
the pelvic colon, to which a piece of omentum and the 
left uterine appendages were adhering, the patient dying 
from senility and auricular fibrillation. 


A woman, aged seventy years, died from rupture of a 
diverticulum and the formation of an extensive fxcal 
abscess and gas gangrene of the tissues in the loin. 

A male, aged forty-eight years, had two sigmoid diver- 
ticula with thickened walls, one containing pus. 


A male, aged ninety-five years, had ulcerative colitis and 
diverticulitis, from which one infers that the ulceration 
had extended to the diverticula. 

A male, aged seventy-six years, had several small polypi 
in the colon as well as diverticula. 

It will be seen from the above that of seven 
patients dying from rupture or perforation of a 
diverticulum, six died from peritonitis and one from 
focal abscess and gas gangrene. 

The patients at the Mental Hospital comprised 
three males, aged fifty-nine, sixty-eight and seventy- 
eight years, respectively, and two women, aged 
seventy-two and eighty-six years, respectively. In 
only one of these had a diverticulum given trouble, 
and this was in a male of seventy-eight years, who 
had a carcinoma of the pancreas and was suffering 
from senile dementia. In his case also an inflamed 
diverticulum was about to perforate. 

As regards associated lesions, it may be noted 
that in the 20 cases found in the last 660 autopsies, 
two were associated with melanosis of the colon, a 
condition that is thought by some to be associated 
with retention of fecal products. There were seven 
cases of melanosis of the colon altogether. On the 
other hand, the 21 cases of diverticula in the 
third series of one thousand post mortem examina- 
tions were not associated with melanosis, and in 
four cases of melanosis there were no diverticula. 

In the case mentioned in which small polypi were 
present with diverticula, this association was prob- 
ably purely accidental. 

In the 3,660 post mortem examinations at the 
Adelaide Hospital there were 50 examples of car- 
cinoma of the colon (not including the rectum), two 
of which were associated with diverticulosis. One 
of the patients with these two conditions was a 
man, aged seventy-two years, with carcinoma of 


Note.—There were three males, aged 38, 44 and 48 years, respectively. In a total of 3,660 autopsies, there were thus 56 cases, an incidence of 1 in 65 · 3, 


the pelvic colon, and the other was a man, aged 
seventy-six years, with carcinoma of the sigmoid 
colon with adhesions and a secondary abscess, who 
also had several small polypi and diverticula in 
the colon. 
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Reports ot Cases. 


A COMPLICATION OF THE INSULIN TREATMENT OF 
SCHIZOPHRENIA. 


By W. E. Avuptey, M.B., Ch. M., D. P., 
Deputy Medical Superintendent, Mental Hospital, 
Kenmore, 

AND 


S. J. MIxoUR, M. B., Ch. M., D. P., 


Medical Superintendent, Mental Hospital, Kenmore, 
New South Wales. 


Tue following alarming complication met with in the 
insulin treatment of a male schizophrenic is thought to 
be worthy of record. 


Clinical Records. 


The patient is a healthy young hebephrenic, aged twenty- 

two years. His mental disorder has lasted about two 
years. 
. The dose of insulin necessary to produce coma was found 
to be 100 units. He had had four uneventful attacks of 
coma, all of which had been quickly terminated by glucose 
solution given by a stomach tube. On the fifth day 90 
units of insulin were given at 8 a.m. The coma com- 
menced about 11 a.m. and was apparently the same as 
previous ones. Suddenly, at about noon, he became so 
violent that he could not be kept in bed and had to be 
held on the floor. 

He was immediately given 50 cubic centimetres of a 
83% solution of glucose intravenously and 300 cubic centi- 
metres of a 50% solution of glucose by the stomach tube. 
He became worse. He had epileptiform seizures, and 
continually brushed his left ear with his left hand. He 
constantly tried to turn over on all fours. He had constant 
epileptiform movement chiefly affecting his left side. His 
pupils were extremely dilated and fixed, and he was 
profoundly unconscious. His corneal reflexes were hyper- 
active and at times he had a double Babinski’s reflex. The 
fits were strongly suggestive of a basal ganglia and mid- 
brain type, and lasted for some minutes. He was then 
comparatively quiet for some minutes, when the fits recom- 
menced. The sequence of fit, interval, fit, interval, was 
repeated monotonously for about ten hours. In the 
intervals between the fits his pupils remained obstinately 
dilated and fixed. 
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During the afternoon he was given repeated intravenous 
injections of glucose solution, and also at intervals he 
received three injections of one cubic centimetre of pituitrin 
subcutaneously. All told, he was given intravenously 150 
cubic centimetres of a 33% solution of glucose. Eventually 
a catheter specimen of urine was found to contain a trace 
of sugar. 

For hours his abdomen was rigidly contracted. The 
suspicion that some abdominal catastrophe had occurred 
was intensified by the fact that between the fits he vomited 
all the glucose given by the stomach tube. 


At 5 p.m. his condition, if anything, had become worse. 
Glucose was now apparently useless and we dared not 
give him any further insulin. 

At this point Dr. R. G. Woods, of Goulburn, who had 
been called in as a consultant, suggested that his condition 
was one of cerebral irritation. Chloroform anesthesia was 
then administered and 30 cubic centimetres of cerebro- 
spinal fluid were drawn off under great pressure. After 
this he was quiet for a time; but as soon as the effects of 
the chloroform wore off the fits recommenced in exactly 
the same order as before. 

At this point the exact similarity of the fits to those so 
often seen in mental defectives with organic cerebral 
lesions forced itself on our notice for the first time. It was 
thereupon decided to adopt the time-honoured and stan- 
dardized treatment for the condition, namely, repeated 
bowel lavage and the rectal injection of a mixture 
consisting of two grammes (30 grains) of potassium 
bromide, 1-3 grammes (20 grains) of chloral hydrate, 1-0 
cubic centimetre (15 minims) of tincture of opium; and 
water to make up 30 cubic centimetres (one ounce). 


The first and second enemata produced hard and foul- 
smelling feces. He retained the third. The fourth pro- 
duced an enormous result. The feces were hard, foul- 
smelling and in incredible quantities. After the fourth 
enema the fits stopped and he went to sleep. Next morning 
he could be roused, but he was very sleepy and irritable. 
An enema in the morning and one in the afternoon also 
produced large quantities of hard feces, as also did two 
on the following day. 

His condition improved very rapidly. On the fourth 
day he was out of bed, but was acutely manic, noisy, rest- 
less, happy and euphoric. The mania passed off, and he is 
now decidedly better mentally than he was before the treat- 
ment. The insulin treatment in his case has not been 
continued. 


A review of the whole incident is a bitter reminder to us 
all that we at times take things far too much for granted. 
We accepted too blindly the idea that the fits were due to 
hypoglycemia and not to other causes. The whole of 
the circumstances, the fact that status epilepticus has 
been known as a complication of hypoglycemia as well as 
of hyperglycemic states, blinded us for hours to the correct 
diagnosis. We also accepted the fact that his bowels had 
been well opened. In fact during the fits he had spurious 
diarrhea. 

It was only after six hours, when everything else had 
failed, that we recognized for the first time a clinical 
condition that must be quite familiar to all medical men 
working in mental hospitals. 

The incident is reported in the hope that it will prevent 
other workers in the same field from falling into the same 
error as we madé, and as a reminder that frequent enemata 
for these patients during the insulin treatment may prove 
to be a wise provision. 

We also agree with those who state that, whilst the 
treatment is extremely useful in the treatment of schizo- 
phrenia, it requires a special medical and nursing staff, 
who must specialize in what is a most exacting and trying 
form of treatment. 
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Reviews. 


ENDOCRINOLOGY. 


“CLINICAL ENpoorINOoLoGy”, by Samuel A. Loewenberg, is 
another addition to the numerous volumes dealing with 
disorders of the ductless glands which have been published 
during the past few years. 

After an introductory chapter dealing chiefly with the 
specialized history-taking and physical examination 
employed in endocrinology, the author devotes the succeed - 
ing ten chapters to a systematic discussion of the various 
ductless glands, describing the history, the anatomy, the 
physiology, and the diseases (and their treatment) of each 
gland in turn. 8 

The penultimate chapter treats of the undetermined 
endocrine activities of various organs such as the heart 
and kidneys, while the significance of laboratory findings 
is discussed in the final chapter. The book is illustrated 
with 194 figures; an extensive bibliography is appended to 
each chapter. 

As Hobart A. Reimann says in the foreword, the author 
has exercised care in separating facts from theory. A vast 
amount of information is contained in the book, which 
should prove useful for reference. 


— 


Motes on Books, Current Journals and 
Mew Appliances. 


OCCUPATIONAL DISEASE, INDUSTRIAL HYGIENE 
AND TOXICOLOGY. 


In these days when the gospel of self-sufficiency for 
nations is being constantly preached, any move towards an 
international outlook on any problem is to be welcomed. 
The first number of Archives des maladies professionelles, 
Whygiene et de toxicologie industrielles, a new bi-monthly 
journal devoted to occupational disease, industrial hygiene 
and toxicology, is before us. It is published in Paris and 
the editorial committee is French, but the fact that repre- 
sentatives of eleven other countries are working in 
collaboration with the committee attests to its international 
appeal. There are five representatives from Belgium, four 
from Germany, three from Italy, and one from Great 
Britain, the United States of America, Switzerland, 
Czechoslovakia, Greece, Yugo-Slavia, Egypt and Cuba. An 
introductory note by the editorial committee indicates the 
wide field which, it is hoped, the journal will cover: “Les 
problémes qui touchent d la pathologie du travail, d 
hygiene et d la toxicologie industrielles, d la prévention 
et d la réparation des atteintes de Vorganisme humain au 
cours et du fait du travail, prennent, d justre titre, une 
importance croissante.” The reading circle is thus expected 
to include general practitioners, experts in hygiene, 
psychologists, industrial technicians, employers’ organiza- 
tions and workers’ unions. It can readily be seen that this 
is no mere recruit to the enormous mass of medical 
journals. 

After perusal of the first number, that of March-April, 
1938, we believe that the Archives will be a significant 
contribution to a field which has no national boundaries 
and is of ever-increasing importance. There are 88 pages 
of reading matter, of which approximately half are occupied 
by five original articles on such subjects as “The Study and 
Teaching of Occupational Disease”, “The Bio-chemistry of 
the Pneumonokonioses”, and “The Role of the Doctor in 
Industry”. Abstracts and medico-legal information occupy 
the remainder of the space. 


Endocrinology”, by S. A. Loewenberg, M.., 
F. A. C. P., with a foreword by H. A. Reimann; M.D.; 1937. 
Philadelphia: F. A. Davis Company. Medium 8 vo, pp. 852, 
with 194 illustrations and 37 charts and tables. 
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All articles submitted for publication in this journal 
should be typed with double or treble spacing. Oarbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underiine either words 
or phrases. 

References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


CARCINOMA OF THE CERVIX UTERI. 


Tue Health Organization of the League of 
Nations has recently issued its second annual report 
on the results of radiotherapy for cancer of the 
uterine cervix... To the six collaborating institu- 
tions that supplied the figures for the first report 
three have been added, so that information is now 
available from America, Belgium, England, France 
and Sweden. The advantages of definite standards 
of diagnosis, treatment and prognosis in such a 
disease as this are obvious. It is an extremely 
dangerous type of cancer, and for a number of years 
in the history of surgical endeavour its operative 
treatment was very hazardous. These are the most 
cogent reasons that could be given for the patience, 
accuracy, and absence of bias, that should charac- 
terize all writings on the subject. 

The stages of uterine cervical cancer inter- 
nationally approved in 1937 may be here restated. 
In the first stage the carcinoma is strictly confined 
to the cervix. In the second the cancer infiltrates 
the parametrium, the upper part of the vagina or 

“Annual Reports on the Results of Radiotherapy 


of the Uterine Cer 
1937; Stockholm. 


in Cancer 


vix", Second Volume, edited by J. Heyman; 


the corpus uteri. In the third the growth has spread 
through the parametrium to the pelvic wall on one 
or both sides, or to the lower third of the vagina 
or has caused isolated metastases on the pelvic 
wall. In the fourth or final stage the neighbouring 
viscera, such as bladder and rectum, also become 
involved in the growth. The Health Organization’s 
report gives figures showing the pooled results 
obtained by radiotherapy in nine treatment ceutres. 
In all 5,672 patients were treated, 10% suffering 
from the first, 28% from the second, 42% from the 
third, and 18% from the fourth stage of the disease, 
The relative rate of cure for these stages was 55%, 
36%, 21% and 5% respectively. The total number 
of the 5,672 patients who were alive after five years 
was 1,491, or 263%. The committee responsible for 
this report states that no consideration of varia- 
tions in rates of cure obtained in different centres 
has been attempted, since they believe that a com- 
parison of methods cannot be instituted as yet. 
Before this is done, it will be necessary to ensure 
that all other factors that might vitiate the rates of 
cure in general have been eliminated. It is evident 
that the first step is to secure uniformity of 
standards. 


Another example of the value of a careful and 
accurate record of work done may be seen in the 
results published recently in this journal by H. H. 
Schlink and C. L. Chapman. They have tabulated 
their work on cancer of the cervia uteri according 
to the accepted standards. With radiotherapy they 
obtained a cure rate of 55% in the first stage, 60% 
in the second stage, 17% in the third stage, and 0% 
in the fourth stage, the total cure rate being 32%. 
Employing preliminary radium treatment followed 
by a radical Wertheim method of surgical opera- 
tion, they obtained figures of 625%, 689% and 
50%, respectively, for the first three stages, and a 
total cure rate of 62-7%. The caution of the Inter- 
national Committee must be remembered, and it 
probably is wisest not to institute a comparison 
based only on the method used. At the moment we 
need take only the best figures attained by any 
clinic working along absolutely standard lines, and 
in the present instance it is good for Australians to 
see these excellent results coming from one of their 
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own clinics. There can be no doubt that one of 
the most valuable trends of modern medical and 
surgical science is towards exactness of classifica- 
tion. In cancer work the importance of this cannot 
be over-estimated; all looseness and inaccuracy 
must be rigidly excluded. Now and then a clamour 
arises in the lay Press concerning some new treat- 
ment for one or other of the scourges of humanity, 
usually cancer. Our attitude should be this: that 
we shall be of open mind, and that while we shall 
not reject anything that may bring healing to man- 
kind, we shall demand of its sponsors that they 
present us with evidence based upon standards at 
least as accurate and strict as those accepted by all 
workers in all the great clinics of the world. It is 
hard, often desperately hard, to think in terms of 
humanity; naturally doctors and public alike tend 
to think in terms of persons. Our attitude is often 
misunderstood by some who fancy we are but 
garnering a harvest of dry statistics and allowing 
that grim reaper, “unappeasable by prayer or gold”, 
to pass on with but faint resistance on our part. 
But those whose hearts are in medicine know better. 
They believe that in this problem of cancer it is not 
the work of one man or group of men or a genera- 
tion of men that will count. All local workers in 
this field should collect their results and present 
them with submission to the scrupulous standards 
here laid down. Accurate studies of the histology 
of the tissues must be made, and these must conform 
to strictly determined standards; strict allotment 
of all cases to the accepted categories must be made 
and adhered to; careful and ever-improving tech- 
nique must be employed, whether the weapon in the 
surgeon’s hand be the scalpel or radiation. Then 
and ther only will figures of real value be available. 
Then only, as all variables come under control, will 
the truth emerge. With this knowledge those who 
have played their part may be well content, though 
indeed many of them will never sce the end of the 
quest. The prophet Isaiah uttered few sayings more 
inspired than this, “He that believeth shall not 
make haste“; and for such a research as this, 
arduous, responsible, slow and, despite all its 
triumphs, often depressing, no better motto could 
be chosen. 


Current Comment. 


THE TREATMENT OF AMGEBIC ABSCESS AND 
HEPATITIS. 


P. W. Brown and C. H. Hodgson remark that 
although emetine appears to control the acute 
manifestations of amebic infection, it is difficult 
to eradicate the parasite entirely.“ Reviewing the 
records for the past 18 years, they found that 18 
patients who suffered from liver abscess required 
operation and that 17 others exhibited clinical 
evidence of hepatic enlargement. Identification of 
the ameba in the pus from a liver abscess is 
definite proof; but in the absence of surgical 
intervention it is not possible to prove conclusively 
that actual hepatic damage has been sustained by 
the patients. In the north temperate zone amebic 
abscess of the liver would not be anticipated. 
Accordingly, Brown and Hodgson were surprised 
to find that the ameba was the cause of 18 of 125 
cases of abscess of the liver studied in the Mayo 
Clinic. It would seem that amongst patients in 
whom amobe have set up hepatic damage, women 
have greater resistance than men. Of 35 patients 
in medical and surgical wards only four were 
females. Age had no particular importance 
Associated or antecedent diarrhea was sometimes 
absent. Eight of the 35 had never suffered from 
diarrhea. The most frequent symptom was pain 
in the right upper abdominal quadrant, but pain 
was sometimes located elsewhere in the abdomen 
or in the lower half of the thorax on the right side. 
It was sometimes referred to the right or even the 
left shoulder. Fever was a frequent manifestation 
and was sometimes associated with chills. The 
pain, as described by Brown and Hodgson, is a 
steady soreness, varying in intensity, but quite 
unlike gall-bladder colic. Leucocytosis occurs, but 
both it and pyrexia may be minimal during a quiet 
phase. Tenderness of the liver may be elicited only 
by compression of the lower ribs or by pressure of 
the hand against the liver during a deep inspiration. 
X ray examination sometimes shows elevation of 
the right half of the diaphragm. In ten of 29 cases 
it revealed fluid in the right part of the thorax. 
Enlargement of the liver or a mass in its vicinity 
was present in eight of 35 cases. When operation 
had been previously performed, a draining sinus of 
which the walls appeared to be disintegrating was 
occasionally present. Jaundice was sometimes 
present, but it was not intense in degree. Repeated 
search was often necessary to identify the ameba 
in the stools or pus. In the present series the 
ameeba was found in the stools only in 26 of the 
35 cases. In six others the organism was found in 
pus from the abscesses. Brown and Hodgson have 
included three cases in which no ambe were 
found, but in which anti-amebic treatment evoked 
a characteristic response. When the patient’s 
cox-dition allowed, examination by the proctoscope 
or by means of a barium enema was made. 


seek American Journal of the Medical Sciences, September, 
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Seventeen of the patients were treated medically. 
Of these, 14 were available for the study of late 
results. Of the other three one died within 32 hours 
after admission from amebic abscess of the liver 
and perforation of caecal ulcers. Of the other two 
no recent data were available. Apart from these, 
the investigators state, in every one, although the 
condition was serious, manifestations disappeared 
as if by magic. They are convinced that a suitable 
regimen has been employed. They hold that, although 
two or three years may not constitute sufficient 
time to prove therapeutic claims in a convincing 
fashion, yet comparison of the illness that preceded 
treatment with the subsequent good health cannot 
help arousing enthusiasm. As regards the 18 
surgical cases, Brown and Hodgson comment on 
their difficulty in establishing a correct diagnosis. 
They realize that ameebic abscess of the liver is not 
such a frequent surgical problem as disease of the 
gall-bladder or ruptured ulcer or some lesion of the 
hepatic flexure of the colon, yet they insist that an 
abscess in that region should always excite 
suspicion. Generally the pus is characteristic, being 
rather thick and dark reddish chocolate in colour. 
The presence of fluid in the right side of the thorax 
was found to be misleading. It has also been 
pointed out that examination of the first pus 
obtained is unlikely to reveal the organism. 
Brown and ‘Hodgson stress the fact that 
correct preoperative diagnosis of amebic abscess 
of the liver is not easy. They further con- 
sider whether operation can be averted when 
the diagnosis is definitely established, and they 
are of the opinion that it might be so. On the other 
hand they have found that anti-amebic therapy 
may fail to ensure absorption of a large collection of 
fluid, and accordingly open drainage may become 
necessary. However, Brown and Hodgson maintain 
that the development of an abscess is unlikely when 
the patient has had adequate treatment. They 
strongly urge that care must be taken in obtaining 
material for examination and the physician must 
not be too readily convinced by a single report of 
failure to find the organism. A life may be saved 
by the empirical administration of emetine when 
skill in the recognition of Hntameba histolytica is 
lacking. 

Brown and Hodgson raise the question of the possi- 
bility of danger from the use of arsenic for amebic 
abscess of the liver. They emphatically assert that 
they have not seen any untoward results. On the 
contrary, they have observed a failure of the patient 
to respond rapidly and completely to emetine until 
arsenic was also administered. Individual tolerance 
of arsenic, or susceptibility to it, must naturally 
be always remembered, but otherwise the authors 
showed no hesitancy in prescribing arsenic. The 
essence of the treatment was the use of emetine 
to alleviate the acute symptoms and arsenic to 
exterminate the amebe. When the patient was 
quite ill he was kept in bed for the first few days, 
but otherwise treatment in hospital was not deemed 
necessary. When much dysentery existed the diet 


was simple and bland, but a full and generous diet 
was initiated within 24 or 48 hours. When the 
patient had not recently received anti-amebic treat- 
ment he was given 65 milligrammes (one grain) of 
emetine subcutaneously twice a day for three days. 
A week later he received 43 milligrammes (two- 
thirds of a grain) of emetine twice a day for a 
further three days. With the institution of treat- 
ment with emetine, “Treparsol” in a dose of 0-25 
gramme (four grains) was given by mouth with 
each meal for four days. When there was no 
intolerance to arsenic, two further similar courses 
were given with intervals of ten days between the 
courses. When the stools still contained amebe 
after this regimen three courses of “Chiniofon” were 
administered. When this failed arsphenamine and 
bismuth subnitrate were indicated. 


SULPHANILAMIDE IN MALARIA. 


Durine the past year or so there have been 
numerous references to the use of the sulphonamide 
group of drugs in malaria. We have already sug- 
gested the possibility that the discovery of a 
therapia magna sterilisans in malaria might be at 
hand. Our hopes have not yet been realized. Indeed 
it would seem that sulphanilamide is not of such 
value in the treatment of this disease as it was at 
first believed to be. B. M. Das Gupta and R. N. 
Chopra have shown that “Soluseptasine” has a thera- 
peutic effect in monkey malaria; more recently they 
have employed “Prontosil Soluble” in a similar 
series of experiments.“ They found that 0-5 to 1-0 
eubic centimetre a day by intravenous injection 
failed to check the multiplication of Plasmodium 
knowlesi, but that the disproportionately heavy 
dose of 3-0 cubic centimetres a day was effective. 
After the cessation of treatment with these large 
doses, parasites reappeared in the blood in small 
numbers and could still be found some weeks later. 
The same thing happens when monkeys infected 
with Plasmodiwm knowlesi are treated with quinine ; 
as a rule the infection gradually disappears. When 
the animal is treated with “Atebrin” the initial 
infection is checked more rapidly, but the relapse is 
apt to be severe and may be fatal. Chopra and 
Das Gupta conclude that “prontosil in heavy doses 
has a definite action on plasmodial infections (at 
least on the monkey plasmodium), but does not 
possess any advantage over those drugs already in 
use”. 

Studies in monkey malaria have been a source of 
much information concerning the value of various 
antimalarial drugs. We would point out, however, 
that too much importance should not be attached to 
an isolated experiment. There are minor differences 
in the chemical composition of drugs of the sulphon- 
amide group; but there might be considerable dif- 
ferences in their therapeutic effects. We should like 
to hear of similar experiments with other drugs of 
the series. 


“ihe Indian Medical Gazette, November. 1938. 
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Abstracts from Current 
Medical Literature. 


PADDIATRICS. 


Wilms’s Embryoma. 


Rusy O. Stern anp G. H. NEwNS 
(Archives of Disease in Childhood, 
September, 1938) describe a series of 
twenty-six patients with Wilms’s 
embryoma of the kidney observed 
during a period of seventeen years, 
from 1921 to 1937 inclusive. In ten 
cases autopsy was performed; in the 
remainder the diagnosis was made by 
examination of the tumour after 
removal, or of material obtained by 
biopsy. Nearly half the total number 
of patients were in the second and 
third years of life. There were three 
children of less than one year of age, 
and one was only two months old. 
Only three tumours were found in 
children over five years of age. Ten 
of the patients were males and sixteen 
females. The commonest mode of 
onset was a progressive enlargement 
of the abdomen. This may be con- 
siderable without being noticed by the 
parents. Hematuria was an infrequent 
symptom. It occurred as an early 
symptom in only four cases; two of 
these patients were sent into hospital 
with a diagnosis of acute nephritis. 
Occasionally hematuria is a promi- 
nent symptom. The onset of these 
neoplasms is as a rule insidious, but 
in seven cases in this series it 
appeared to be more acute. In three 
cases there was a sudden attack of 
hematuria, in two others a recent 
history of vomiting with the passage 
of blood in the stools, and in the 
remaining two abdominal pain. Little 
information about the condition of the 
blood is available in the series. 
Pyrexia is not a feature of the 
clinical course. The diagnosis in most 
cases is easy. The tumour in one or 
other flank is usually palpable without 
difficulty. It may be confused with a 
unilateral hydronephrosis; but this 
condition may usually be excluded by 
pyelography. It may sometimes be 
dificult to distinguish a Wilms’s 
embryoma from a suprarenal 
sympathoblastoma. In the latter the 
growth tends to extend more to the 
middle line and is more fixed. There 
are often secondary tumours either in 
the liver or in the bones, especially in 
those of the skull. If bony metastases 
are present a diagnosis of sympatho- 
blastoma may be confidently made, as 
the renal tumour hardly ever metas- 
tasizes to bone. Wilms’s tumour is in 
most cases well encapsulated and is 
not very adherent to surrounding 
tissues. Removal is therefore not 
difficult. Unfortunately recurrence is 
very common, usually at the site of 
operation; but metastases in the 
viscera (for instance, in the liver and 
the lungs) occur in about 20% of 
cases. Lately, especially in America, 
it has been the custom to irradiate 


the growth before and after operation. 
These tumours are very radio-sensitive 
and diminish considerably in size as a 
result of X ray therapy. Thorough 
treatment of this kind may therefore 
lessen considerably the proportion of 
recurrences. The results of nephrec- 
tomy in this series are encouraging, 
as of sixteen patients subjected to 
operation four are still alive. A 
detailed description of the morbid 
Sante and histological findings is 
ven. 


Ascariasis in Children. 


Crcety D. (Archives of 
Disease in Childhood, September, 
1938) states that she has found the 
accounts of ascariasis in standard 
text-books inadequate. The ascaris 
appears to be practically world-wide 
in distribution, and abounds more 
especially where sanitation is primi- 
tive and where there is a low standard 
in matters of toilet. The patients 
generally come from  unhygienic 
homes; but even the most protected 
and carefully nurtured children may 
occasionally become victims. There 
is no certain method of diagnosis 
except the discovery of ova in the 
stools. Mild infestation may present 
great difficulties in diagnosis. The 
classical signs, picking the nose and 
grinding the teeth, are frequently but 
not by any means invariably present. 
In a small baby the symptoms are 
generally those of enteritis and gastro- 
enteritis, and the toxemia may be 
severe. In an older child the symptoms 
may be vague and elusive. Cyclical 
vomiting that defies treatment may 
end with the appearance of one or 
two worms. In other instances the 
child fails to gain weight and its 
disorder is labelled “intestinal indiges- 
tion“, “malnutrition” or “nutritional 
anemia”. Anemia is almost always 
present, the blood picture being that 
of a secondary anemia, sometimes 
with an accompanying eosinophilia. 
These children are particularly sub- 
ject to urticaria, asthma, bronchitis 
and pneumonia. Attacks of diarrhea 
may alternate with obstinate con- 
stipation. Complications may be many 
and various. The worms may cause 
obstruction in the nose, appendix, 
intestines and gall-bladder, and may 
even give rise to intestinal perfora- 
tion and peritonitis. In regard to the 
treatment, of all the remedies the 
author believes that oil of cheno- 
podium is the safest and most effective 
for children. It is unsuitable for 
out-patient administration, however, 
and if the child cannot be admitted to 
hospital, santonin is undoubtedly a 
more suitable drug to be given at 
home. The routine treatment for a 
child of three years of age is as 
follows. On the first day the child is 
given a fluid diet with plenty of 
glucose and three doses of one gramme 
each of magnesium sulphate. Next 
morning a dose of two grammes of 
magnesium sulphate is given at 
6 a.m., followed one hour and two 


hours later by doses of 0-3 cubic centi- 


metre of oil of chenopodium, and three 
hours later again by two grammes 
of magnesium sulphate. This last 
dose is repeated if the bowels do not 
act at least twice after the second 
dose of oil of chenopodium. On the 
third day two doses of two grammes 
of magnesium sulphate are given. It 
is important to ensure that the bowels 
are well opened after the last dose 
of oil of chenopodium. If these direc- 
tions are strictly observed large doses 
of the drug can be employed without 
— of toxic effects to the 


Spontaneous Subarachnoid 
Hzemorrhage. 

H. G. Mur (Archives of Disease 
in Childhood, September, 1938) 
records five cases of subarachnoid 
hemorrhage, two of which were fatal, 
occurring in children apparently 
otherwise well. Autopsy was not 
performed in either of the fatal 
cases. The diagnosis in every 
instance was confirmed by examina- 
tion of the cerebro-spinal fluid; and 
the clinical pictures in all five cases 
were so strikingly similar to those 
known to occur in adults that the 
author considers diagnosis justifiable. 
The role of effort in the provocation 
of the attack and the frequency of 
premonitory symptoms are recorded, 
and the variations in temperature 
associated with the hemorrhage are 
shown to be somewhat inconstant as 
compared with the findings in adults. 
Neither glycosuria nor albuminuria 
was present in any of the three cases 
in which the urinary findings were 
recorded. 


Chemotherapy in Measles and 
Whooping Cough. 

A. R. THompson AND C. R. M. 
GREENFIELD (The Lancet, October 29, 
1938) have attempted to assess the 
value of chemotherapy in the prophy- 
laxis and treatment of complications 
in measles and whooping cough. A 
series of 1,219 cases of measles and 
244 cases of whooping cough were 
divided into two groups. The patients 
in the one group, which included a 
high proportion of the more severe 
cases, received sulphanilamide or 
benzylsulphonamide regularly from 
the time of admission to hospital, the 
dosage being graded according to age, 
and increased if any complications 
occurred. The children in the other 
group acted as controls. In the 
children in the first group fewer com- 
plications developed than in the 
second group. The difference was 
greatest in the ear complications of 
measles and in the pulmonary com- 
plications of both diseases. There 
was a tendency in the first group 
towards a reduced stay in hospital. 
Toxic effects were mild and the 
drugs were well tolerated by children 
over the prolonged periods necessary 
for these results to be obtained. In 
treatment the drugs produced favour- 
able results in young. children, 
especially when bronchopneumonia, 
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otitis media, or catarrh of the 
upper part of the respiratory tract 
was present. Sulphanilamide appeared 
to be more effective than benzyl- 
sulphonamide. Although the authors 
consider that their results have been 
encouraging, they are of the opinion 
that due allowance must be made 
for the mildness of the measles 
epidemic. They suggest that. this 
form of therapy should be given a 
wider trial in future epidemics of a 
more virulent character, 


ORTHOPASDIC SURGERY. 


Infantile Cerebral Palsy. 


CLARENCE H. HeyMan (The Journal 
of the American Medical Association, 
August 6, 1938) discusses the etiology 
of spastic paralysis, or, as he prefers 
to call it, infantile cerebral palsy, in 
the light of observations on approxi- 
mately 1,000 children with cerebral 
spastic paralysis. The observations 
were made on clinical signs, and after 
inquiry into the history preceding 
birth, the history of birth and the 
history of early infancy. As a result 
of these observations he disagrees 
with the prevailing opinion among 
physicians that spastic paralysis is 
caused by Obstetric difficulty or birth 
trauma only. He does not regard the 
condition usually described as Little’s 
disease as a definite and distinct 
clinical entity, but would limit this 
term to describe diplegia that is 
associated with difficult or abnormal 
birth, as distinct from spastic hemi- 
plegia and the mild cases of para- 
plegia in which there is normal men- 
tality and which are not associated 
with difficult labour or premature 
birth. To these conditions he would 
give the term infantile cerebral palsy. 
He considers that birth trauma plays 
a major role in the etiology of hemi- 
plegia. In order to discuss the various 
tiological factors, he divides them 
into four classes. The first class con- 
sists of causes operating before con- 
ception, such as toxins, infections 
(particularly that of syphilis in 
premature infants), neuropathic 
heredity, which manifests itself in 
two groups of patients, namely, those 
between the ages of twenty and thirty 
years and those between the ages of 
three and six years, respectively, and 
consanguinity, the effect of which, 
however, has not been proved. The 
second class consists of causes 
operating during pregnancy, such as 
intoxications, which may act by 
making the blood vessels of the brain 
so fragile that they rupture on the 
slightest injury, or by producing 
degeneration of the nerve cells of the 
brain simultaneously with emature 
birth. The next of these causes is 
what Freud describes as a primary 
neurogenic degeneration, which may 
occur at any period ef fetal life or 
childhood, the neuroblasts failing to 
develop, just as seeds may fail to 
germinate under the influence of 


frost. Premature birth in these cases 


is assigned to the same cause as that 
which prevents the development of 
the neuroblasts. This cause may 
affect either the integrity of the cor- 
tical cells or the proper myelinization 
of the cortico-spinal tracts and associa- 
tion fibres. Other causes operating 
during pregnancy are gross develop- 
mental defects, which are usually 
symmetrical, and consist of cortical 
atrophy, porencephaly, tuberous 
sclerosis, microcephaly and vascular 
lesions resulting in softening or cysts. 
The only other remaining important 
cause is syphilis, since there is no 
conclusive evidence to incriminate 
emotional disturbances, maternal 
traumata, repeated pregnancies or 
uterine neoplasms. With regard to 
the third class, causes operating at 
the time of delivery, the author 
stresses premature birth coupled with 
loss of the inhibitory -influence on 
muscle tonus of the pyramidal tracts, 
the axis cylinders of which have 
descended only to the level of the 
bulb in a fetus of seven months and 
which extend to the cervical region 
between the eighth and ninth months. 
Difficult delivery at term may cause 
meningeal hemorrhage, thrombosis, 
asphyxia or anoxemia. Fischer found 
pathological changes corresponding to 
these conditions in 65% of brains 
removed post mortem from 500 newly 
born, mature, prematurely born and 
nursing infants in the Frankfort 
Institute. Asphyxia is thought to be 
a causal factor in a large proportion 
of cases, and Tissier attributes the 
majority of cases of spastic infantile 
paralysis to asphyxia rather than to 
trauma. The anoxemia caused by 
occlusion of vessels incident to 
extreme moulding produces serious 
effects on brain tissue. In the fourth 
class, of causes operating during the 
first few months of life, the acute 
infections of infancy are the most 
important. The role of convulsions 
has been much discussed, but it is 
likely that convulsions and paralyses 
are the common results of the same 
cerebral lesion. 


Treatment of Scoliosis by the 
Wedging Jacket and Spine 
Fusion. 


A. D. Smiru, F. L. Burre AND A. B. 
Ferevuson (The Journal of Bone and 
Joint Surgery, October, 1938) discuss 
the results of the treatment of 301 
patients with scoliosis who were 
operated upon during the years 1928 
to 1935 in the New York Orthopedic 
Dispensary and Hospital. They com- 
pare the results obtained with all 
patients suffering from lateral curva- 
ture who were treated by fusion in 
the hospital during 1935. In this 
latter period the wedging jacket has 
been used in correcting scoliosis in 
265 cases. The results of this pro- 
cedure are compared with the results 
of treatment by the older methods of 
simple traction and traction jackets. 
The authors state that the combina- 
tion of a wedging jacket and spinal 
fusion, particularly if carried out by 


a well-trained team, including an 
orthopedic surgeon, a radiologist, and 
nurses who have been trained to care 
for the patients in their jackets, will 
achieve better results than any other 


method, provided that meticulous 
attention is given to detail. In their 
opinion, this combined treatment is 
indicated in the following circum- 
stances: wher the curve is progressing 
in a growing child; when the curve is 
severe, with imbalance of the trunk, 
whether or not the patient is beyond 
the period of growth; or when the 
deformity is causing pain and fatigue. 
Operation may be performed without 
previous correction. The jacket 
employed is essentially the same as 
that described by Risser in 1931; but 
it is now applied with only enough 
traction to hold the head in position. 
This wedging jacket has the additional 
advantage of simultaneously increas- 
ing the compensatory curve while 
straightening the primary one. The 
jacket is prepared for operation by 
reinforcement with struts and removal 
of a window from the back in the 
region to be operated upon. The fusion 
is limited to the vertebre included in 
the primary curve, where it has been 
straightened completely. Where cor - 
rection is not complete the fusion 
should be more extensive. The Hibbs 
method of fusion is used in all cases. 
The operation is done in two or more 
stages if more than five vertebre are 
to be fused. The authors state that 
excellent results were obtained in 79% 
of their cases, fair results in 16%, 
and poor results in 5%. 


Treatment of Fracture of the Neck 
of the Femur. 


Royat Wuirman (The Journal of 
Bone and Joint Surgery, October, 1938) 
describes the evolution of the 
mechanical principles underlying the 
abduction method of treatment of 
fractures of the neck of the femur. 
He maintains that the plaster spica, 
by relieving pain and preventing bed 
sores and hypostatic congestion, has 
been the most effective means of 
saving life. This method has proved 
effective under the hard conditions 
of domestic practice even in inexperi- 
enced hands. The spiking operation, 
which was considered the only means 
of fixing the fragments in preabduction 
days, was revived in recent years by 
Smith-Petersen, in the belief that the 
percentage of failures might be 
materially diminished by open 
exposure, accurate reduction and 
secure fixation by the flanged nail. 
The open operation has now been dis- 
placed by Johansson’s indirect method, 
iss which the nail is inserted through 
a small incision at the base of the 
trochanter. It may be classed as a 
complement of the abduction method, 
substituting artificial for natural 
splinting. The technical skill with 
which the spiking operation is now 
performed represents the successful 
conclusion of a campaign that has 
been carried on for upwards of half 
a century. . 
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British Medical Association Mews. 


ANNUAL MEETING OF THE VICTORIAN BRANCH. 


Tue annual meeting of the Victorian Branch of the 
British Medical Association and of the Medical Society 
of Victoria was held at the Medical Society Hall, Bast 
Melbourne, on December 7, 1938, Dr. J. P. Major, the 
President, in the chair. 


Exection or Orrice-BEARERS AND MEMBERS OF 
THE COUNCIL. 


The President announced that the council had elected 
the following office-bearers: 


President: Dr. F. L. Davies. 

Senior Vice-President: Dr. H. C. Colville. 
Junior Vice-President: Dr. A. B. Coates. 
Chairman of Council: Dr. H. C. Colville. 
Honorary Treasurer: Dr. C. H. Mollison. 
Honorary Secretary: Dr. F. K. Norris. 
Honorary Librarian: Dr. R. H. Fetherston. 


The President announced that the following had been 
elected members of the council by the general body of the 
members: Dr. G. W. Ashton, Dr. H. C. Colville, Dr. John 
Dale, Dr. D. M. Embelton, Dr. J. S. Green, Dr. F. K. Norris, 
Dr. D. Roseby, Dr. Kenneth Smith, Dr. Douglas Thomas, 
Dr. C. Byrne, Dr. J. H. Gowland, Dr. M. O. Kent Hughes, 
Dr. J. H. Downing, Dr. L. A. Neal. 

The President announced that the following had been 
elected by the subdivisions: Dr. W. R. Angus, Dr. M. H. 
Box, Dr. J. A. Cahill, Dr. A. E. Coates, Dr. P. Goodman, 
Dr. H. Boyd Graham, Dr. G. T. James, Dr. J. J. Kelly, 
Dr. D. C. Lear, Dr. C. M. Ley, Dr. F. E. McAree, Dr. J. F. 
Patrick, Dr. D. C. Pigdon, Dr. Keith Ross, Dr. Walter 
Summons, Dr. S. F. Sutherland, Dr. G. Raleigh Weigall, 
Dr. B. T. Zwar. 

The President announced that Dr. F. L. Davies, Dr. R. H. 
Fetherston, Dr. C. H. Mollison and Dr. J! Newman Morris 
were the er oficio members of the council. 

The representative of the Victorian Medical Women’s 
Society was Dr. Eileen FitzGerald. 

Dr. J. P. Major was elected a director of the Australasian 
Medical Publishing Company, Limited. 


ANNUAL Report or THE COUNCIL. 


The report of the council, which had been circulated 
among members, was taken as read, and adopted. The 
report is as follows. 


The council of the Branch and the committee of the 
Society present the fifty-ninth annual report of the Branch 
and the eighty-third of the Society. 


Election. 


At the annual meeting held last December the following 
members of the council and of the committee were elected: 
Professor R. Marshall Allan, Dr. G. W. Ashton, Dr. H. C. 
Colville, Dr. J. Dale, Dr. D. M. Embelton, Dr. Mark 
Gardner, Dr. J. S. Green, Dr. Victor Hurley, Dr. L. 8. 
Latham, Dr. F. Kingsley Norris, Dr. D. Roseby, Dr. 
H. Douglas Stephens, Dr. B. M. Sutherland, Dr. Douglas 
Thomas. 

The following were elected to represent the subdivisions: 
Dr. F. J. Bonnin, Dr. M. H. Box, Dr. W. F. Brownell, Dr. 
J. A. Cahill, Dr. A. E. Coates, Dr. G. V. Davies, Dr. H. 
Boyd Graham, Dr. G. T. James, Dr. J. Le M. Kneebone, 
Dr. C. M. Ley, Dr. J. P. Major, Dr. F. E. McAree, Dr. 
D. W. Neville, Dr. D. C. Pigdon, Dr. K. C. Ross, Dr. Walter 
Summons, Dr. S. F. Sutherland, Dr. G. Raleigh Weigall. 

The council under Rule 8 coopted Major-General R. M. 
Downes and Dr. K. Smith, and elected Dr. Jane 8. Greig, 
nominated by the Victorian Medical Women’s Society. 


During the year Dr. Greig resigned and Dr. Eileen 
FitzGerald was appointed to her position. 

The trustees of the Medical Society of Victoria are ez 
oficio members: Dr. F. L. Davies, Dr. R. H. Fetherston, 
Dr. C. H. Mollison, Dr. J. Newman Morris. 

The council elected the following office-bearers: 

President: Dr. J. P. Major. 

Vice-Presidents: Dr. F. L. Davies and Dr. H. C. Colville. 

Honorary Secretary: Dr. F. Kingsley Norris. “ 

Honorary Treasurer: Dr. C. H. Mollison. 

Chairman of Council: Dr. J. Newman Morris. 

Honorary Librarian: Dr. R. H. Fetherston. 

The executive consisted of the President, with other 
office-bearers and the Immediate Past-President, Professor 
R. Marshall Allan. 


Attendances at Council Meetings. 
Eleven ordinary meetings and seven special meetings 
of the council were held. The following shows the 
attendances: 


. J. A. Cahill ........ 18 Maj.-Gen. R. M. Dowres 14 


Dr. H. Boyd Graham . 18 Dr. C. H. Mollison .... 14 
Dr. F. Kingsley Norris . 18 Dr. Douglas Thomas .. 14 
Dr. D. Roseby ........ 18 Dr. Eileen FitzGerald* . 14 
Dr. G. Raleigh Weigall 18 Dr. John Dale ........ 12 
N 17 Dr. G. V. Davies 12 
Dr. F. L. Davies 17 Dr. Kenneth Smith ... 12 
Dr. R. H. Fetherston .. 17 Dr. W. F. Brownell ... 11 
17 Dr. John S. Green ..... 11 
Dr. Walter Summons .. 17 Dr. D. C. Pigdon ...... 11 
Dr. G. W. Ashton ...... 16 Dr. Keith C. Ross ..... 11 
Dr. A. E. Coates 16 Dr. Mark Gardner“ 7 
Dr. D. M. Embelton ... 16 Dr. J. Le M. Kneebone 6 
Dr. J. Newman Morris . 16 Dr. D. W. Neville ..... 6 
Dr. F. E. McAree ..... 16 Dr. V. 4 
Dr. L. S. Latham 15 Dr. S. F. Sutherland. 4 
Dr. H. Douglas Stephens 15 Dr. G. T. James 3 
Dr. B. M. Sutherland ... 15 Dr. Jane S. Greig* ..... 2 
Professor R. M. Allan 14 Dr. F. J. Bonnin ...... 1 
Dr. H. C. Colville ...... 14 Dr. Conrad M. Ley .... 1 


The average attendance at each meeting was 28, and 
the highest attendance for any one meeting was 31. 


Appointment of Subcommittees. 

The following subcommittees were appointed by the 
council (the first-named acting as convener of that sub- 
committee): 

Ethics. Dr. Major, Dr. Cahill, Major-General Downes, 
Dr. Fetherston, Dr. Latham, Dr. Pigdon, Dr. B. M. 
Sutherland and executive. 

Finance, House and Library—Dr. Mollison, Dr. 
Fetherston, Dr. Major. 

Legislative.— Dr. Green, Professor Allan, Dr. Coates, 
Dr. Colville, Dr. Dale, Dr. Davies, Dr. Norris, Dr. Roseby. 

Organization.—Dr. Roseby, Dr. Ashton, Dr. Box, Dr. 
Brownell, Dr. Cahill, Dr. Dale, Dr. Gardner, Dr. Graham, 
Dr. Green, Dr. Greig, Dr. McAree, Dr. Major, D. Pigdon, 
Dr. Smith, Dr. Summons, Dr. B. M. Sutherland, Dr. 
Weigall and representatives of country subdivisions. 

Science—Dr. Coates, Professor Allan, Major-General 
Downes, Dr. Gardner, Dr. Graham, Dr. Hurley, Dr. McAree, 
Dr. Norris, Dr. Stephens, Dr. Thomas. 

Hospital.—Dr. Graham, Dr. Coates, Dr. Colville, Dr. 
Embelton, Dr. Hurley, Dr. Latham, Dr. Morris, Dr. Neville, 
Dr. Smith, Dr. Summons, Dr. Thomas, Dr. Weigall. 


Correspondence.—Dr. Morris, Dr. Norris. 
Social.—Dr. Roseby, Dr. McAree. 


Special Standing Committees. 

National Insurance.—Dr. Roseby, Dr. Ashton, Dr. Davies, 
Dr. Embelton, Dr. Gowland, Dr. Morris, Dr. Norris, Dr. 
Smith. 

1 Appointed during the year. 

absence 


Lea ve granted during year. 
* Resigned during the year. 
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Standing Insurance.—Dr. Embelton, Dr. Davies, Dr. 
Hurley, Dr. Major, Dr. Mollison, Dr. McPhee. 

Early Medical History—Dr. Black, Dr. Fetherston, Dr. 
Heffernan, Dr. Kenny, Dr. C. Macdonald, Dr. E. A. Mackay, 
Dr. Norris. 

Fallourn.— Dr. Davies, Dr. Major, Dr. Morris, Dr. A. 
Robertson, Dr. B. M. Sutherland, Dr. Gerald Weigall, Dr. 
Zwar and medical secretary er officio. 

Child Welfare.— Dr. Derham, Dr. Dale, Dr. Graham, Dr. 
Norris, Dr. Stephens, Dr. Greig. 

4 # Compensation Adjudication.—Dr. Major, Sir A. 
Newton, . Roseby. 


Appointments and Nominations. 


Trustees of the Medical Society of Victoria.—Dr. Davies, 
Dr. Fetherston, Dr. Mollison and Dr. Morris. 

Central Council, British Medical Association.—Dr. Isaac 
Jones. 

Annual Meeting, British Medical Association, Plymouth, 
1938.— Representative, Victorian Branch, Dr. V. Hurley; 
deputy representative, Dr. M. Gardner; delegate, Dr. Jane 
Greig. 

Federal Council.—Dr. Davies, Dr. Morris. 

Australasian Medical Congress, British Medical Associa- 
tion, Perth, August, 1940.—Local honorary secretary, Dr. 
F. Kingsley Norris. 

British Medical Agency Company of Victoria Proprietary 
Limited.— Directors: Dr. Mollison (chairman), Dr. 
Fetherston; managing director: Mr. W. Ramsay. 

British Medical Insurance Company of Victoria.— 
Directors: Dr. Mollison (chairman), Dr. Fetherston, Dr. 
Hurley, Dr. Morris, Dr. Norris; secretary: Mr. J. M. 
Ford. 

Victorian Correspondent, 
Australia”.—Dr. Graham. 

Victorian Correspondent, 
Journal’.—Dr. Graham. 

Victorian Bush Nursing Association—Dr. Graham, Dr. 
B. M. Sutherland. 

Hospital Benefits Association. — Dr. Cahill, Dr. Dickson, 
Dr. Norris, Dr. Roseby. 

City Electoral Roll.— Dr. Hurley, Dr. Major and medical 
secretary. 

Ninth Australian Cancer, Conference.—Dr. 
Cuseaden, Dr. R. Fowler, Dr. J. O'Sullivan. 

Medical Eye Service of Victoria.—Dr. Gardner. 

Ear, Nose and Throat Service of Victoria.—Dr. G. W. 
Ashton. 

The Advisory Committee to the Charities Board. Dr. 
Hurley, Dr. Embelton, Dr. Latham, Dr. Morris, Dr. McPhee, 
Dr. Zwar. 

Electoral Board, Medical Staffing of Base Hospitals.—Dr. 
Major, Dr. Norris. 

Masseurs’ Registration Board.—Dr. D. O. Brown, Major- 
General Downes, Dr. R. F. May. 

Free Kindergarten Union—Dr. Gerald Weigall. 

Victorian Baby Health Centres“ Association.—Dr. 


“The Medical Journal of 


“The British Medical 


W. G. 


Graham. 

Melbourne University Union—Graduates’ Section 
(formerly Melbourne University Association).—Dr. 
Stephens. 


Victorian Institute of Hospital Almoners—Dr. Morris. 

Lord Mayor’s Fund.—Dr. Morris. 

Medical Advisory Committee, Education Department.— 
Dr. Zwar. 

Victorian Council for Mental Hygiene-—Dr. Dale, Dr. 
Derham. 


Melbourne Permanent Post-Graduate Committee.—Dr. 
Coates, Dr. Major, Dr. B. M. Sutherland. 


Big Brother Movement.—Dr. Gerald Weigall. 


The Society for Health of Women and Children.—Dr. 
B. L. Stanton. 

Medical Officers’ Relief Fund, Advisory Committee.— Dr. 
Mollison, Dr. Davies, Dr. Upjohn. 

Australian Aerial Medical Services——Dr. Morris. 

Nurses’ Board.—Professor Allan, Dr. C. H. Hembrow. 

Dietetic Association of Victoria.—Dr. Dale. 

Society for Crippled Children.—Dr. Norris. 

Victorian Council for Social Training.—Dr. Maudsley, 
executive; Dr. Embelton, council. 

Medical and Scientific Committee, Anti-Cancer Council of 
Victoria.—Dr. Hurley. 

Board of Studies in Physical Education, Melbourne 
University.—Dr. Norris. 

Standards Association.—Subcommittee re Airlock Opera- 
tion: Dr. A. B. Corkill; Institutional Supplies Committee: 
Dr. R. G. Worcester; Subcommittee, Clinical Thermometers: 
Dr. J. Leon Jona. 

Opticians’ Registration Board.—Dr. E. L. Gault, Dr. Z. 
Schwartz. 


Branch Convocation. 
The following were elected for the year 1938: 


Central: Sir J. Barrett, Dr. K. Hiller, Dr. W. A. Hailes, 
Dr. L. B. Cox, Dr. D. Thomas, Dr. C. Macdonald, Dr. G. A. 
Penington, Dr. G. R. A. Syme, Dr. H. C. Trumble, Dr. 
C. H. Osborn. 

South-Eastern Suburbs: Dr. G. E. Foreman, Dr. W. J. 
Denehy, Dr. R. M. Shaw, Dr. B. D. Fethers. 0 


Western Suburbs: Dr. G. S. Robinson, Dr. M. O. Kent 


Hughes. 


Eastern Suburbs: Dr. G. W. Ashton, Dr. R. Watson, Dr. 
R. L. Forsyth, Dr. K. Hallam, Dr. W. S. Laurie. 


Northern Suburbs: Dr. H. D. Downing, Dr. C. E. Watson, 


Dr. J. P. Horgan. 


North-Eastern Suburbs: Dr. W. Ostermeyer, Dr. M. 
Ashkenasy. 

South-Central Suburbs: Dr. H. Grover, Dr. R. D. 
Aitchison. 

Southern Suburbs: Dr. A. J. Carroll, Dr. W. H. Fitchett, 
Dr. S. G. L. Catchlove. 

South-Western Country: Dr. J. Morlet, Dr. H. I. Holmes. 

Bendigo: Dr. L. Hartnett, Dr. J. L. W. Sharland, Dr. 
W. R. Groves. 

Goulburn: Dr. F. W. Grutzner. 

Ballarat: Dr. N. A. Longden, Dr. C. E. Richardson. 

North-Eastern Country: Dr. J. J. Kelly. 

North-Western Country: Dr. G. R. Felstead, Dr. F. C. 
de Crespigny. 

Gippsland: Dr. P. V. Langmore, Dr. G. A. Hagenauer. 

Geelong: Dr. R. G. McPhee, Dr. R. L. Fulton. 


No meeting of convocation was held. 


Membership Roll. 


The number of members on the roll is 1,430, which is 59 
more than that of last year; 103 names were added (61 
by election, 22 who paid arrears and 20 by transfer into 
the Branch); 44 names were removed (8 by death, 8 by 
resignation, 15 by transfer out of the Branch, and 13 who 
allowed their subscriptions to fall into arrears). 


The names of two associates have been removed by 
death. Honorary associates number 32 


Honorary student associates number 9. 


Death of the following members and associates is 
recorded with regret: Dr. R. T. Fetherstonhaugh, Dr. R. 
Denington Fisher, Dr. H. E. Jackson, Dr. T. J. M. Kennedy, 
Dr. F. R. Legge, Dr. W. J. Long, Dr. J. V. McCreery, Dr. 
J. L. Scholes, Dr. J. L. E. Somers, Dr. C. V. Stephens. 
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Ethics Subcommittee. 


The subcommittee met seven times and the following 
were the attendances: 


Professor Allan ....... 7 rr. 5 
7 Dr. OO 4 
6 Dr. Morris 4 
Dr. Fetherston ........ 6 Dr. eo 3 
Major-General Downes 6 Dr. Sutherland ........ 3 
. 6 Dr. Mollison .......... 0 
6 


Public hospital committees have been informed that the 
practice of supplying the Press with information relating 
to patients is deprecated and they have been asked to 
safeguard the interests of those entering their institutions. 

After consultation with representatives of those engaged 
in the specialty, permission was granted for the establish- 
ment of the “Ear, Nose and Throat Service” of Victoria, the 
objects being to provide specialist service to persons with 
small incomes. 

Revision of the rules relating to supersession and pro- 
fessional advertising is under consideration, but no final 
conclusion has been reached. 

Several complaints during the year have shown the 
necessity for the rules governing the conduct of a prac- 
titioner (medical examiner) examining on behalf of 
interested persons a patient under the care of another 
practitioner (medical attendant), which are designed for 
the protection of patients and their attending practitioners. 
Strict attention to these rules by those called upon to 
examine patients on behalf of insurers would remove a 
frequent source of friction between members of the 
Branch. 

Following inquiry, the secretary of the radiological 
section was informed that the practice of referring patients 
to medically unqualified persons for radiological examina- 
tion was undesirable, except in special circumstances, but 
was not unethical. 

The Chiropodists’ Association of Victoria has been added 
to those bodies to which lectures may be given by members 
without special pefmission of the Branch council. 


Organization Subcommittee. 2 


The subcommittee met 11 times, and the following were 
the attendances: 


rns 10 Dr. Brownell 6 
Dr. Roseby ........ soe. 48 Dr. Sutherland ....... 6 
bs. 9 Dr. Fitzgerald ........ 6 
Dr. Gl 4 
9 3 
9 2 
„„ 8 Dr. G. V. Davies 1 
Dr. Summons ......... 8 Dr. Gardner sate 


The salaries of medical officers of the State Public 
Service being lower than those ruling in other parts of 
the Commonwealth, continued efforts to improve con- 
ditions have been made and a special subcommittee has 
devoted a great deal of time to the problem. 

Following representations to the Crown Law Depart- 
ment, the fee payable to a Crown witness has been 
increased to 21s. from 158., to which it had been reduced 
under the Financial Emergency Act. 

Further and repeated efforts to obtain the restoration of 
salaries of medical officers attending children under the 
care of the Children’s Welfare Department have been 
unsuccessful. 

A special subcommittee is investigating the question of 
a redistribution of subdivisional areas. 

In pursuance of what appears to be the settled policy of 
the Charities Board of Victoria, the Footscray and District 
Out-Patient and Welfare Centre will be opened shortly and 
the establishment of similar centres in other suburbs is 
apparently contemplated. An attempt is being made to 
formulate a policy in regard to the medical staffing of 
such institutions, as at present the Charities Board has 
no policy in the matter and arrangements unsatisfactory 


to the medical profession have been made by some local 
committees. 

Despite efforts to increase the salaries of medical officers 
of health, it is found that some members are prepared 
to accept such appointments at ridiculously low salaries, 
quite incommensurate with the responsibility entailed. It 
is nearly twenty years since the Commission of Public 
Health recommended a minimum salary of £50 per annum, 
and only the full support of members will ensure improve- 
ment of conditions. 

The proposed new lodge agreement was presented to 
the Friendly Societies’ Association in April, but as the 
introduction of the National Health and Pensions Bill 
occurred soon afterwards it was agreed to postpone dis- 
cussion of the agreement. 

The friendly societies have agreed that if an attending 
medical practitioner informs the local lodge secretary that 
a worker is suffering from an incurable disease and will 
never be able to resume work, the secretary, upon applica- 
tion to the head office of his society, will be authorized 
to accept a quarterly certificate of incapacity. 

Following legal opinion as to the right of a lodge medical 
officer to charge for services coming under the provision 
of the Workers’ Compensation Act, it was decided to 
arrange for the issue of new or supplementary agreements 
between lodges and doctors, as relevant clauses of the 
present agreement are, to some extent, ambiguous. Several 
thousand altered agreements have been received and filed. 

A satisfactory scheme of specialist service to members 
of the Grand United Order of Oddfellows has been evolved 
and is now in operation. 


Legislative Subcommittee. 


The subcommittee met five times and the following were 
the attendances: 


5 4 
5 3 
Professor Allan 4 ie 
4 1 


The principles contained in a suggested bili for uniform 
medieal registration throughout the Commonwealth, 
received from the Federal Council, were approved. 

Proposals for the establishment of a State medical board 
partly elected by the profession are under discussion, and 
in June a conference was held with representatives of the 
Dental Board and Australian Dental Association. 

Until the question of the degree of autonomy possessed 
by Branches of the Association has been determined, com- 
plete revision of the Branch rules will not be possible. 
Dr. Victor Hurley, during his visit to England, discussed 
the position with the council of the Association, and 
negotiations are now in progress which, it is hoped, will 
result in greater freedom of action in the management of 
the affairs of the Association in Australia. 

Rules governing “the formation of special groups within 
the Association” were passed by the Branch on November 
19, 1937, and already two special groups, “The Victorian 
Branch of the Ophthalmological Society of Australia” and 
“The Contract Practitioners’ Group”, have been formed, 
and the establishment of an orthopedic group is proposed. 


Hospital Subcommittee. 


The subcommittee met six times and the following were 
the attendances: 


De; Graham: 6 Dr. Summons ......... 3 
Dr. 6 3 
5 Dr. Embelton 


The following principles governing the matter of radio- 
logical services to intermediate patients in extra- 
metropolitan public hospitals were determined: (i) radi- 
ologists of public hospitals should be automatically 
radiologists to the intermediate patients in the respective 
hospitals of which they are honorary radiologists; (ii) in 
provincial cities and towns the medical practitioner, if 
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‘any, who is practising solely as a radiologist, or radiologist 

and pathologist, should be radiologist to the intermediate 
section; (iii) medical practitioners should be permitted 
to use their own personal equipment in the intermediate 
section of a public hospital. 

A detailed scheme for the classification of private hos- 
pitals considered suitable for the treatment of patients 
coming under the provisions of the Workers’ Compensation 
Act has been prepared, and it is hoped to soon place it 
in operation. 

Progress in the matter of obtaining payment for medical 
services rendered in cases of infectious disease in munici- 
pally maintained wards has been slow. Members 
individually concerned must take much more active steps 
if past efforts are not to be nullified. 

Further consideration has been given to the scheme of 
classified staffing of base hospitals inaugurated by the 
Charities Board of Victoria last year, as the operation of 
the plan has caused concern in some centres. 


Finance, House and Library Subcommittee. 


The subcommittee met ten times and the following were 
the attendances: 


Dr. Major 
Dr. Fetherston 


Two honour boards, presented by Major-General Downes 
and Dr. W. G. D. Upjohn, bearing the names of past 
presidents, have been erected in the foyer, and were 
aecepted by the president on behalf of the Branch at the 
monthly meeting in April. 

The balance sheets of the Branch and of the Medical 
Society of Victoria will be presented to the monthly 
Branch meeting in February. 

The increase in subscription recommended last year was 
1 by a meeting of the Branch on November 19, 
1 ‘ 

To meet the cost of alterations to the Medical Society 
Hall, additional debentures to the value of £500 were 
issued during the year, authority being given at a meeting 
of the Branch on April 16. 

The following gifts are acknowledged and the donors 
thanked: brass medicine box carried by native doctors in 
Ceylon in a.p. 1600, presented by Sir James Barrett; 
picture of Dr. W. Howship Dickenson, presented by Dr. A. 
Caddy; framed wash drawing of Medical Society Hall, 
1878-1924, presented by Dr. R. H. Fetherston; framed 
enlargement of portion of original manuscript by Dr. D. J. 
Thomas, describing the first administration of an 
anesthetic in Victoria, presented by Dr. W. L. Potter. 


Honorary Librarian’s Report. 


To provide additional shelving in the library, alterations 
and additions have been made during the year. The new 
arrangements give more privacy to readers, and enable 
portions of the library to be warmed when needed. An 
office for the assistant librarian has also been provided. 

While the arrangements made to allow members of the 
Tasmanian Branch to use our library have not been availed 
of to any extent, the number of members from other States 
who desire loans and references is steadily growing. 

The complete set of “Library Loan Books”, giving 
signatures of borrowers of books since the inception of 
the library, have been indexed and placed under lock, as 
they are valued, and contain signatures of many of the 
early leaders of the profession, including H. B. Allen, T. N. 
Fitzgerald, John Williams, James Robertson, J. E. Neild, 
T. M. Girdlestone, J. P. and Charles Ryan, G. A. Syme, 
R. R. Stawell, W. Moore and A. J. Wood, all of whom have 
played a part in advancing the profession in Victoria. 

The honorary librarian acknowledges with thanks the 
work done by members of the Library Advisory Sub- 
committee, who have watched new publications and 
advised re purchases. That their efforts have met with the 
approval of members is shown by the fact that both the 
number of books borrowed and the readers at the library 
have almost doubled in the last few years, the books 
borrowed during the year totalling 1,673, and the number 


of bocks added to the library by purchase and donation 
being 129, . 

The directors of the British Medical Insurance Company 
continue to grant their financial support and so permit 
regular purchase of new works. They also have assisted 
subdivisional libraries in provincial centres. 

Presentations of books and journals have been made 
during the year by the following, to whom our thanks are 
tended: Association of American Physicians, Philadelphia; 
College of Physicians, Philadelphia; Commonwealth 
Statistician; Director of the Baker Institute; Editor, Tue 
MepicaL JourNaAL or AvusTRaLIA; Home Office, British 
Medical Association; Medico-Legal Society of Victoria; 
Melbourne University Press; Miss Embley; Dr. M. Crivelli, 
Dr. D. W. Neville, Dr. F. Kingsley Norris, Dr. W. F. Orr, 
Dr. Kenneth Smith. 


Science Subcommittee. 


The Science Subcommittee met on three occasions. The 
following ,were the attendances: 


Professor Allan ....... 3 ee 3 
r 3 Dr. Stephens ......... 3 
Major-General Downes . 3 . 1 


The syllabus of scientific meetings for the year consisted 


of nine monthly meetings, four country Branch meetings, 


seven clinical meetings. 


The following were the lecturers and the subjects dealt 
with: 


Monthly Meetings. 

February.—Dr. Ronald Davidson: “Some Experiences of 
Prostatic Surgery in a Provincial City. A Report of 
One Hundred and Nine Cases.” 

March.—Dr. Charles Osborn: “Management of Facial 
Injuries.” 

April—Dr. L. E. Rothstadt: Modern Methods of 
Examination of the Heart.“ 

May. — Dr. Bryan Keon- Cohen: Simple Procedures in 
Treatment of Painful Feet.“ 

June. — Dr. Murray Morton: Medico-Legal Risks in 
Medical Practice.“ 

July. — Dr. Ewen Downie: Diabetes Mellitus.” 

August. — Dr. Hugh Trumble and Dr. L. B. Cox: 
Experiences in the Diagnosis and Treatment of Intra- 
cranial Tumours.” 

September.—Professor H. A. Woodruff: “The Public 
Health Laboratory in the National Health Service.” 
October.— Professor W. A. Osborne: The Fifth Stawell 

Oration. 


Clinical Meetings. 


April.—Austin Hospital. 
May.—Royal Melbourne Hospital. 
June.—Eye and Ear Hospital. 
July—Alfred Hospital. 
September.—Women’s Hospital. 
. October.—University of Melbourne, Anatomy and 
Pathology Departments. 
Novembder.—Children’s Hospital 


Branch Meetings in the Country. 

May 28 (at Horsham, North-Western Subdivision).— 
Clinical meeting at Horsham Hospital. Dr. W. R. Angus 
(Nhill): “Non-Surgical Drainage of the Alimentary Tract 
in General Practice.” 

July 16 (at Wangaratta, North-Eastern Subdivision).— 
Clinical meeting at Wangaratta Hospital. Dr. Ian Wood 
(Melbourne): “Causes and Treatment of Peripheral 
Circulatory Failure.” 

October 22 (at Geelong).—Thomson Memorial Lecture 
by Mr. R. H. Croll: “Dr. Alexander Thomson—A Medical 
Pioneer and His Period.” 

December 3 (Ballarat). 
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The Embley Lecture. 
The third Embley Lecture was delivered by Dr. Gilbert 


Brown, of Adelaide, on November 17, the subject being 


“The Evolution of Anesthesia”. 


The Stawell Oration. 


The fifth Stawell Oration was delivered by Professor 
W. A. Osborne, Dean of the Faculty of Medicine, University 
of Melbourne, on October 9, the subject being “Eye, Ear 
and Finger-tip, or the Range and Acuity of Human 
Faculties of Perception, a Discussion on the Use of the 
Senses, as Compared with Instruments of Precision in 
Clinical Medicine”. 


The Syme Memorial Lecture. 


The fourth Syme Triennial Lecture was delivered by Dr. 
Basil Kilvington on September 22, the subject being “What 
is the Outlook for the Medical Profession?”. 


Yallourn Subcommittee. 


A conference was held in May with representatives of 
the Yallourn Medical and Hospital Society to discuss 
alterations in the agreements of the medical officers and 
the future of the society after the proclamation of the 
National Health and Pensions Insurance Act. 


National Health Insurance. 


A National Insurance Subcommittee was formed during 
the year and many meetings have been held. 

Following negotiations between the executive of the 
Federal Council and representatives of the Commonwealth 
Government, four special meetings of the Branch were 
held, at which the proposed conditions of service under 
the National Health and Pensions Bill were outlined. 
Increasing opposition to the proposals developed through- 
out Australia, and the Commonwealth Government 
appointed a Royal Commission to report on six terms of 
reference relating to the remuneration of doctors under 
the provisions of the Act and allied matters. 

The Commission commenced its sittings in Sydney on 
August 8, and later visited other States; but its delibera- 
tions were interrupted by the tragic death, in the crash 
of the air-liner Kyeema on October 25, of Mr. L. S. 
Abrahams, K.C., senior counsel; Mr. A. C. Gain, junior 
counsel; and Mr. James Massie and Mr. L. W. Shirley, of 
the firm of Messrs. Allen, Allen and Hemsley, instructing 
solicitors; and Mr. Gordon Goddard, an accountant, all of 
whom had been engaged in the conduct of the Association’s 
case. 

A National Health Insurance Emergency Fund, to which 
members were invited to contribute ten guineas, was 
established during the year. At November 9, 1938, con- 
tributions from Victorian members amounted to £4,642 8s. 
The fund is controlled by trustees. 


Workers’ Compensation. 


The amending Workers’ Compensation Act of 1937, which 
provided £25 to cover the ambulance, medical, nursing and 
hospital expenses of injured workers, was never pro- 
claimed and was further amended by an Act which came 
into operation on October 15, 1938. 

That Act provides that of the £25 available, up to £2 
may be disbursed for the expenses of transport of an 
injured worker to hospital, and then up to £10 may be 
disbursed for medical expenses, £3 for nursing fees and 
£10 for hospital fees. 

Should there then be any balance, chemists’ expenses up 
to £2 may be met and the final balance divided pro rata 
among the earlier claimants if their accounts have not 
already been met in full. 

The foregoing provisions appear equitable and should 
remove many difficulties encountered in the operation of 
earlier Acts, particularly as a Workers’ Compensation 
Board has now been appointed with very wide powers, 
including that of adjudicating on disputed accounts for 
any of the above services. 


In March a conference was held between the Branch 
executive and representatives of the Accident Under- 
writers’ Association and a full discussion of matters 
arising from workers’ compensation legislation led, it is 
hoped, to a better understanding between those 
participating. 

The Insurance Adjudication Committee, appointed in 
1937, has held several meetings to consider accounts for 
medical services which have been referred by under- 
writers as being unreasonable. 


Director, Australasian Medical Publishing Company, 
Limited. 


During the year Dr. R. H. Fetherston resigned from the 
directorate of the publishing company and his place has 
been taken by Dr. J. P. Major. 


Australasian Medical Congress. 


The sixth session will be held in Perth in August, 1940. 
Dr. F. Kingsley Norris has been appointed local Honorary 
Secretary for Victoria. 


Medical Services in Country Districts. 


Following statements in Parliament and the Press 
alleging that there was a shortage of doctors in the 
country districts of Victoria and the bearing such state- 
ments might have on an amendment of the Medical Act 
designed to raise more stringent barriers against the 
registration of alien doctors, a special subcommittee has 
been appointed to investigate and report on the position. 
The members are Professor R. Marshall Allen, Dr. R. H. 
Fetherston, Dr. G. Raleigh Weigall and Dr. G. V. Davies. 


Social. 


Golf.—The fifth annual golf tournament was held on the 
Bell Park Golf Links, Geelong, on October 22, 1938. There 
were 30 entrants. Dr. H. R. Hyett, the holder, and Dr. 
W. T. Greening tied for the championship (the Weigall 
Cup) and the match will be played off at a date to be 
arranged in November. The handicap event (the Roseby 
Cup) was won by Dr. S. Plowman with Dr. L. J. Westacott 
as runner-up. A teams match consisting of three members 
from any one subdivision, for trophies presented by Dr. 
H. R. Hyett, was won by the Geelong Subdivision (Dr. 
H. R. Hyett, Dr. C. W. Gale and Dr. R. N. Scott Good) 
with Ballarat as runners-up. 4 


Orieket.— Matches were played against a State 
Parliamentary social cricket team and a Wesley College 
team, both of which were won by the Branch; a match 
against the Defence Department team, which was drawn, 
and a match against a Scotch College team, which was 
lost. 


Congratulations. 


During the year under review, council had pleasure in 
conveying congratulations to: Sir Robert Wade, on his 
knighthood by His Majesty the King; Dr. J. Newman 
Morris, C.M.G., on his inclusion in the New Year’s Honours 
List; Dr. A. L. Kenny, C. B. E., Dr. Vera Scantlebury, O. B. E., 
and Dr. Isabella Younger Ross, O. B. E., on their inclusion 
in the King’s Birthday Honours List. 


Federal Council. 


The Federal Council met in Melbourne in February, and 
in Sydney in June. Full reports of the proceedings 
appeared in Tue Mepicat JournNnaL or AvusTRALIA of 
March 5, page 456, and June 18, page 1074. The Branch 
Council entertained members of the Federal Council and 
directors of the Australasian Medical Publishing Company, 
Limited, at dinner during their stay in ‘Melbourne in 
February. Dr. Victor Hurley, who was about to leave on 
a trip abroad, and Professor W. A. Osborne, who was 
shortly to retire from the Chair of Physiology at the 
University of Melbourne, were also guests at the dinner. 
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The E. H. Embley Prize Medal. 

The examination for the fifth award was held in 
November, 1937, and the gold medal was presented at 
the annual meeting to the winner, Miss Kathleen Katrine 
Blackwood. 


British Medical Agency Proprietary Limited. 

The business of the agency has been carried on during 
the year both at the Swanston Street office and at the 
Hall of the Medical Society; owing to the uncertainty as 
to the effect of the national insurance scheme there has 
been little business available, but once this is settled the 
directors expect that business will improve and hope that 
members of the Branch will support the agency in increas- 
ing numbers. 

C. H. 


Chairman of Directors. 


British Medical Insurance Company of Victoria Limited. 

An examination of the accounts of the British Medical 
Insurance Company of Victoria, Limited, reveals that 
during their financial year ended on April 30 last 
donations were made: 


To the Medical Society of W 8 &. 
For Library Books .. .. 56 12 1 

In Cash pe 5 499 19 6 

„ The Medical Detence Association * .. 44018 4 
» The Victorian Medical Benevolent . 5 5 0 
„ The Geelong Subdivision .. ‘ 


A reduction in interest earnings from £430 last year to 
£287 this year is explained by the fact that the company, 
which has been purchasing debentures in the Medical 
Society of Victoria, Limited, from time to time, has 
voluntarily reduced the obligation of the Medical Society 
of Victoria in respect of interest on these debentures from 
4% to 1%. This reduction has been made,retrospective to 
1934, and a refund made. 

Members continue to give the company solid support. 
The amount of business written shows a steady increase 
year by year, but the expenditure in respect of motor car 
claims continues to rise. The premiums from motor car 
insurance last year were £7,650, and out of this £6,657 
went in claims. This represents 87% of the premium 
income. 

The company is offering to members of the profession a 
very liberal car policy, at the lowest possible rate. It 
does not wish to make large profits at the expense of 
members, but it is in existence to pay its way and produce 
each year a reasonable margin of profit, which can be 
applied in many useful ways. If the company is to 
maintain its financial position, it is fairly obvious that it 
must obtain as much fire and other insurance as possible 
to offset the heavy motor car claims. 

A special agent is employed whose object is to interview 
every member of the Association and obtain all the policies 
which can possibly be placed with the company. This 
agent has been very well received, and a good deal of fire 
and burglary insurances and the like have been transferred 
to the British Medical Insurance Company. It is hoped 
that every member will do his utmost to give the neces- 
sary support to this company, whose donations have eased 
quite a number of the financial problems of the Medical 
Society of Victoria. 

C. H. 
Chairman of Directors 


The Victorian Medical Benevolent Association.. 


It should be gratifying to subscribers to the Medical 
Benevolent Association to learn that the committee has 
been able to respond adequately to every appeal made 
during the past year. Two aged and infirm and highly 
respected members of the profession write in terms of 
warm appreciation of the sympathy of their brethren in 
their time of need. Two young men stricken by 
incapacitating illness are released from the haunting fear 
of destitution and can look confidently on the future. Two 
widows striving for themselves and their young families 


appreciate highly the regular help given by the Associa- 
tion for several years. Occasional grants enable others 
to meet situations of sudden emergency. Valuable advice 
and assistance toward making a livelihood have been of 
value to others. 

The committee is grateful to those members of the 
British Medical Association who pay the annual subscrip- 
tion of 5s., and hopes that all members will participate in 
this good work by adding this amount when forwarding 
their annual subscription. From the summary of the 
general revenue and expenditure statement appended it 
will be seen that a considerable part of the revenue is 
derived from interest on the investment of a permanent 
fund, which has been built up over the years. The 
committee wishes to increase the permanent fund and 
invites special donations and suggests remembrance of 
this fund by members when they are making their wills. 


Summary of Receipts and Expenditure, 1937-1938. 


Revenue. Expenditure 
4. 
Subscriptions 173 14 0 General 7 10 0 
Interest on In- . Relief 422 18 2 
vestments 326 0 0 Balance 69 5 10 
£499 14 0 £499 14 0 


Permanent fund invested in Government stock and 
Melbourne Metropolitan Board of Works: £8,740 
Epwarp L. GAvtLt, 
Honorary Secretary. 


Reports of Subdivisions. 
Metropolitan. 


Centrul.— During the current year Dr. J. P. Major, Dr. 
A. E. Coates and Dr. H. Boyd Graham have continued to 
represent the subdivision on the council. On December 10, 
1937, a subdivisional meeting was held to discuss the 
relationship between consultants and other medical prac- 
titioners. Dr. J. P. Major was appointed chairman and 
was congratulated as President of the Branch. After a 
free discussion it was resolved that the subdivision should 
ask the Council of the Victorian Branch to consider the 
adoption of rules re supersession and consultation based 
on those in the “Handbook of the British Medical 
Association” (Parent Body). 

H. BorD GraHAM, 


Honorary Secretary. 


North-Eastern Suburbs. — Four meetings were held 
during the past year. Friendly society matters were dis- 
cussed at the first two and national insurance sub- 
sequently. Dr. J. A. Cahill was again elected Chairman. 

D. Rosesy, 


Honorary Secretary. 


Western Suburbs.—Three meetings of the subdivision 
have been held: The first was called to deal with a letter 
received from the Footscray and District Out-Patients and 
Welfare Centre requesting the medical men of the district 
to act as medical officers for the centre. After discussion 
it was decided that the hours of work and the rate of 
remuneration proposed were unsatisfactory. A letter was 
sent to the committee of the centre asking for further 
information as to the scope of work to be done. To discuss 
the answer to the letter a second meeting was called, but 
it was poorly attended and abandoned. The third meeting 
was well attended, and Dr. Dickson (the Medical Secre- 
tary), Dr. Roseby, Dr. Summons and Dr. Sutherland, of 
the Organization Subcommittee, were present. After dis- 
cussion Dr. Guthridge, Dr. Ward, Dr. McCarthy and Dr. 
Dorman were appointed to meet the Organization Sub- 
committee to formulate a scheme of hours and payment to 
place before the committee of the centre. 

M. J. 
Honorary Secretary. 
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South-Central Suburbs.—Two meetings of the sub- 
division were held. At the first, approval was given to the 
establishment of an antenatal clinic under the jurisdiction 
and according to the present rules of the Melbourne Dis- 
trict Nursing Society. At the second meeting an informal 
discussion on national insurance was held. A presentation 
of a suitably inscribed clock was made to Dr. W. M. 
Lemmon, who has left the district. The esteem in which 
Dr. Lemmon was held was shown by the fact that the 
attendance of members was the largest for several years. 
His successor, Dr. Roy B. Davis, was welcomed to the 
district. Dr. H. Chapman was reelected as chairman for 


the ensuing year. 
F. E. MoAnxx, 
Honorary Secretary. 


Country. 


North-Eastern.—During the year three meetings were 
held. A well-attended meeting took place on June 5, when 
a prolonged discussion on national health insurance took 
place. The following motion was agreed to: “That the 
Government be requested to postpone passage of National 
Health Insurance Bill until medical practitioners have 
been adequately consulted, at the same time expressing 
opposition to the bill in its present form and considering 
lls. to be an inadequate capitation fee“; also: That 
mileage per visit be as under the Wasley Award and 
partially paid by the patient.” A second meeting was 
held on September 19, when national insurance was 
further discussed. The following motions were carried: 
“That this meeting of the North-Eastern Subdivision 
instruct its representative on the Branch Council to ask 
that body to invite Dr. Williams, of Goulburn, to place his 
views of the National Insurance Act before the prac- 
titioners of this State at a general meeting of the Branch 
at the earliest possible date“; “That this meeting is in 
sympathy with the Central Southern Medical Association 
in their aversion to serving under any scheme of national 
insurance under bureaucratic control.” 

On July 16 a subdivision meeting under the auspices of 
the Victorian Branch was held at Wangaratta. A large 
number of visitors from Melbourne was present, Dr. Major 
presiding. Interesting discussion followed the presenta- 
tion of cases by Dr. Davies, Dr. Long, and Dr. Kelly. 
During the evening session Dr. Ian Wood gave an interest- 
ing lecture on “Peripheral Circulatory Failure”, and in 
this he was ably supported by Dr. Hailes and Dr. John 
Devine. On the occasion of the September meeting a 
golf stroke competition was held on the Wangaratta Golf 
Links, and a trophy donated by Dr. J. J. Kelly was won by 
Dr. Hands. , 

The office-bearers are: Dr. J. J. Kelly, Chairman; Dr. 
E. W. Hands, Honorary Secretary. : 


E. W. Hanps, 
Honorary Secretary. 


South-Western.—During the past year meetings have 
been held in various parts of the subdivision (Portland, 
Hamilton, Terang and Warrnambool), and, on the whole, 
were well attended. In each case a short business meeting 
has been held late in the afternoon, after which members 
dined together, and in the evening lecturers arranged 
through the Melbourne Permanent Post-Graduate Com- 
mittee addressed members. We are indebted to the 
following gentlemen for very interesting addresses: Dr. 
A. E. Coates, “Infections of the Hand”; Dr. F. V. Scholes, 
“Some Aspects of Poliomyelitis”; Dr. John Colquhoun, 
“Painful Conditions of the Feet as met in General 
Practice”; Dr, L. E. Hurley, “Medical Topics of Interest“. 

The annual meeting of the subdivision, held at 
Warrnambool on August 6, elected the following office- 
bearers for the ensuing two years: Chairman, Dr. I. 
Buzzard; Vice-Chairmen, Dr. Kneebone and Dr. A. A. 
Weir; Honorary Secretary, Dr. E. G. Bannon; Sub- 


divisional Representative, Dr. J. F. Patrick; Committee, 
Dr. Westacott, Dr. O’Donnell, Dr. Francis, Dr. Watson, 
Dr. Fitzpatrick and Dr. McInnes. We are indebted to 
Dr. C. H. Dickson and Dr. Kingsley Norris for attending 


one of our meetings and enlightening members on various 
matters connected with national insurance. 
L. J. Wesracort, 
Honorary Secretary. 


Geelong.—Four quarterly meetings, four special meet- 
ings and three clinical meetings were held: (1) Dr. J. W. 
Grieve, “Diseases of Children”; (2) Dr. R. McMeekin, 
“Vitamin Deficiency”; (3) Dr. H. C. Trumble, “Demon- 
stration of Plaster Technique”. On October 22 à special 
Branch meeting, by courtesy of the Branch Council, was 
held at Geelong in connexion with the Geelong centenary 
celebrations. In the afternoon the fifth. annual golf 
tournament was played at the Geelong Golf Club, the 
local subdivision chairman defending the championship 
title. At the dinner following, the Mayor of Geelong, the 
president of the hospital, the president and captain of 
the golf club were guests of the subdivision. Members 
then proceeded to the Gordon Technical College, where 
Mr. R. H. Croll delivered the first Thomson Memorial 
Lecture, the subject being “Dr. Alexander Thomson, a 
Medical Pioneer and His Period”. Dr. Thomson was the 
first mayor of Geelong. The meeting terminated with 
the presentation of a memorial plaque to the speaker, and 
supper at the Carlton Hotel. Important matters dis 
cussed during the year were: (1) national insurance, (2) 
the modernizing of the subdivision library, and (3) 
workers’ compensation in relation to public hospitals. 
During the year the death occurred of Dr. T. J. M. 
Kennedy, our oldest member, and one whose death, because 
of his admirable surgical and personal attributes, and his 
services to Geelong members and the Geelong Hospital, 
was keenly felt by all members of this community. 

Office-Bearers: Chairman, Dr. H. R. Hyett; Past Chair- 
man, Dr. G. E. Cole; Vice-Chairman, Dr. C. James; Com- 
mittee, Dr. R. G. McPhee, Dr. K. Langlands, Dr. D. Carter; 
Council Representative, Dr. K. C. Ross; Representative on 
Advisory Board of Geelong Hospital, Dr. G. R. Darby. 

C. W. Gate, 
Honorary Secretary. 


Gippsland.— During the year one meeting of the sub- 
division was held at Warragul on June 8. The main 
matter for discussion was national insurance. Dr. Norris 
and Dr. Dickson, representing Council, attended and gave 
informative addresses on the subject as it then stood. The 
next meeting will be held at Sale. 

Office-Bearers: Chairman, Dr. G. A. Hagenauer: 
3 Secretary and Council Representative, Dr. C. M 


C. M. Ley, 
Honorary Secretary. 


Bendigo.— Twelve meetings of the subdivision have been 
held during the past twelve months. A subcommittee was 
appointed on October 12, 1937, to direct the treatment and 
management of poliomyelitis cases during the acute phase 
of the disease. In December, 1937, new books at a cost of 
E30 were purchased for the subdivision library. In 
February, 1938, an attempt was made by the subdivision 
to secure that patients coming under the Workers’ Com- 

Act should not be treated at the Bendigo Base 
Hospital. The board of the hospital refused to accede to 
this request, but stated that they would review the 
position when the Act had been amended to grant £25 for 
hospital and medical expenses. On May 31, 1938, forty 
members of the subdivision attended a meeting at the 
Bendigo Base Hospital to discuss the proposed National 
Health Insurance Bill. The resolutions passed at the meet- 
ing ‘were forwarded to the Branch Secretary. In June, 
1938, a meeting of the subdivision decided to recommend 
to the board of the Bendigo Base Hospital that an ortho- 
peedic clinic should be established at the hospital for the 
treatment of: (i) poliomyelitis, (ii) congenital and 
chronic deformities, (iii) spastic paraplegias, and that Dr. 
Stanley, Medical Superintendent, should be in charge of 
the clinic. This recommendation was adopted by the 
board. At the July meeting it was also decided to ask 
each member of the subdivision to contribute a sum of 10s. 
to help defray the expenses of our Branch Council repre- 
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sentative; incurred in his travelling to and from Mel- 
bourne. In August, Dr. John Gowland addressed a meet- 
ing of practitioners held in Bendigo on the National 
Health Insurance Bill and the Victorian campaign for 
presenting our case before the Royal Commission. Five 
clinical meetings have been held during the year. These 
have been well attended, and the cases presented and the 
discussions which followed have proved interesting. 
During the year our ranks have been sadly depleted by 
the passing of two of Bendigo’s most prominent prac- 
titioners—the late Dr. H. E. Jackson and the late Dr. 
W. J. Long. These two men occupied high positions in 
the minds of both public and medical profession alike, and 
their deaths constitute a great loss to the community. 

Office-Bearers: Chairman, Dr. E. Sandner; Vice- 
Chairman, Dr. H. E. Robinson; Executive, Dr. Catford, Dr. 
Harrison, Dr. Goodman; Honorary Secretary and 
Treasurer, Dr. E. W. Turner; Branch Council Representa- 
tive, Dr. D. W. Neville; Library and Clinical Committee, 
Dr. Stanley, Dr. Harrison, Dr. Sharland and Dr. Sandner. 

E. W. Turner, 
Honorary Secretary. 


Ballarat.— During the year clinical meetings have been 
held at the hospital, and the library is now firmly 
established. Post-graduate lecturers for the year were Dr. 
Hughes-Jones and Dr. Graeme Robertson. A Branch meet- 
ing will be held at Ballarat in December. 

Office-Bearers: Chairman, Dr. N. A. Longden; Vice- 
Chairman, Dr. G. R. Davidson; Treasurer, Dr. W. A. 
Spring; Secretary, Dr. C. E. Richardson; Council Repre- 
sentative, Dr. G. T. James; Committee of the subdivision, 
Dr. W. R. Griffiths, Dr. J. C. Douglas, Dr. G. Pern, Dr. C. 
Reid. 

C. E. RicHARDSON, 
Honorary Secretary. 


Reports of Sections. 

Ear, Nose and Throat——Five meetings were held during 
the year. The subjects of papers included: “Neurological 
Problems in Relation to Oto-rhino-laryngology”, “The Life 
and Works of Morell Mackenzie”, “Cerebral Abscess”, 
“Tracheal Tumour”, “Laryngeal Tuberculosis and the Use 
of Pantocain in Bronchoscopy”. 

The president for 1937-1938 was Dr. L. Johnston. The 
president for 3 is Dr. Noel Box. There are 36 
members. 

Eric GUTTERIDGE, 
Honorary Secretary. 


Anesthesia.—During the year three formal meetings 
were held. At the annual meeting in February an informal 
discussion took place on the amended Medical Act in its 
special relationship to anesthetists. At a meeting in May, 
three papers were read on “Practical Difficulties met with 
in Everyday Anesthetic Practice”, and in August Dr. G. C. 
Scantlebury read a paper on “Anesthesia in Nose and 
Throat Surgery”. The section has 24 members and it is 
unfortunate that the average attendance at the above- 
mentioned meetings was not more than 10. 

Office-Bearers: President, Dr. R. Howden; Secretary and 
Treasurer, Dr. I. C. James. 

Ian C. JAMES, 
Honorary Secretary. 


Radiology.—The usual monthly meetings were held this 
year: for scientific and medico-political discussions. We 
weré particularly favoured by two admirable addresses on 
their travels by Dr. Colin Macdonald and Dr. Alan 
Mackay, and by a paper delivered by Dr. Rupert Willis on 
“Some Radiological Aspects of Bone Tumours”. Interest- 
ing displays of and animated discussions on films were of 
scientific value. Many members of the section were 
lecturers on subjects for the diplomas in diagnostic and 
therapeutic radiology, and the section has instituted an 
annual prize for the best technician passing out from the 
Melbourne Technical College each year. 

Omee-Bearers: Chairman and Honorary Treasurer, Dr. 
Frank Stephens; Honorary Secretary, Dr. K. Hallam. 

1 * — HALLAM, 
Honorary Secretary. 


Melbourne Permanent Post-Graduate Committee. 

The fojlowing report is published on behalf of the 
Melbourne Permanent Post-Graduate Committee. 

An attempt was made during the past year to increase 
the activities of the Melbourne Permanent Post-Graduate 
Committee. 

For the first time the programme of the committee was 
issued in the form of a brochure and was distributed 
amongst practitioners in this State and in South Aus- 
tralia, Western Australia, Tasmania and New Zealand. 
The response from other States was very gratifying and 
much favourable comment was received from those who 
took part in the various courses. 

The refresher course was revived, and twenty-two mem- 
bers were enrolled. It is hoped to make this once again a 
yearly feature, but the committee would welcome a greater 
response from Victorian practitioners. 

Concurrently with this, Dr. W. B. Castle, Professor of 
Medicine in the Harvard Medical School, delivered a 
series of six lectures on the anemias and on the results 
of vitamin deficiencies. The attendance at these lectures 
was insufficient to pay the heavy expenses involved, and 
if this method of bringing eminent men from abroad is 
to be continued, fuller support is necessary. Dr. Castle’s 
lectures were of great clinical value to every practitioner 
of medicine. He also gave two clinical demonstrations 
which were very stimulating. The lectures are being 
published by the committee in book form and will be 
available to those who attended the lectures. 

At the termination of the refresher course a fortnight 
was devoted to obstetrics and gynecology at the Women’s 
Hospital. 

A course of instruction in the management of minor 
injuries was held in May. In view of the recent legisla- 
tion relating to workers’ compensation, it was hoped that 
such @ course would appeal to practitioners who are called 
upon to treat cases of this type, but as only eleven 
attended, all but two being from other States, it has been 
decided by the committee not to repeat this course. 

Courses of instruction for the higher medical degrees 
were arranged. The addition of clinical instruction for 
the second part of the examination for the degrees of 
Doctor of Medicine and Master of Surgery was highly 
successful and will be repeated each year. 

As the committee believes that every attempt should be 
made to provide facilities for post-graduate work, a full 
programme will be arranged for next year, and it is hoped 
that the response will be sufficient to encourage the com- 
mittee to improve on the facilities available in subsequent 
years. The programme will be issued at an early date so 
that practitioners who wish to attend lectures and courses 
will have adequate time to make arrangements. The 
cooperation of the public hospitals and their honorary 
medical staffs was greatly appreciated by the committee. 

E. GrRaAEME ROBERSTON, 
Honorary Secretary. 
On behalf of the council, 

J. P. MAJOR, 
President. 

F. KINGSLEY NORRIS, 
Honorary Secretary. 

C. H. DICKSON, 
Medical Secretary. 


INDUCTION OF PRESIDENT. 
The President inducted the newly elected President, 
Dr. 2 L. Davies, to the A. 


ADDRESS. - 
The retiring President, Dr. J. P. Major, then delivered 
his address (see page 49). 


SCIENTIFIC. 


A MEETING of the South Australian Branch of the British 
Medical Association was held at Victor Harbour on 
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Sulphanilamide. 


Dr. Rotanp Bearp read a paper entitled “Sulphanilamide 
and Other Compounds” (see page 52). 


Dr. Gunnar Jose read a paper entitled “Experiences in 
Treatment of Urethritis by Sulphanilamide” (see page 54). 


Dr. K. S. Herzen read a paper entitled “The Clinical 
Application of Some of the More Recent Pharmacological 
Preparations” (see page 56). 


Du. M. T. Cooxsurn thanked the speakers for their 
papers. He had given “Salyrgan” to a child patient of 
his suffering from nephrosis, and it had reduced the 
edema. He wished to know whether Dr. Hetzel considered 
this was justifiable treatment and whether there was any 
danger in its use. 

Dr. Hetzel replied that the supposed action of 
“Salyrgan” was to interfere with the reabsorption of water 
from the glomerular filtrate in the tubules. He considered 
that the tentative use of a trial injection of “Salyrgan” 
was justified, the physician being guided in its further 
use by the results obtained. The exact pathology of 
nephrosis was still being argued; but essentially there was 
a degeneration of the tubules. The term was used rather 
loosely, and even in some cases the tubular degeneration 
might be secondary. However, after the less drastic 
— or mig had been used without result “Salyrgan” could 

tried. 


Dr. Cockburn also asked Dr, Hetzel whether he thought 
the administration of sulphanilamide to a child, aged two 
years, suffering from pyelitis was justifiable. 


Dr. Hetzel replied that patients with pyelitis had been 
cured previous to the advent of sulphanilamide by ordinary 
procedures, such as alkalinization, the administration of 
hexamine, and, more recently, the use of mandelic acid; he 

did not consider that sulphanilamide should be given to a 
young patient or really to any patient until the simpler 
measures had proved unsuccessful. He would use sulphanil- 
amide in those chronic cases in which the patient failed 
to respond; for it must be realized that sulphanilamide 
was a toxic drug and death from its use had occurred in 
South Australia. 


Dr. R. F. Matrers mentioned cases of preeclampsia with 
gross edema in which treatment by means of ammonium 
chloride and “Novasurol” had been employed at the 
Queen’s Home with gratifying results. He asked Dr. 
Hetzel if there was any danger in its use in such conditions. 


Dr. Hetzel said that he considered that there was danger, 
and certainly the less toxic “Salyrgan” or “Novurit” might 
be used instead of “Novasurol”. He remembered the first 
cases in which “Novasurol” was given, fifteen or sixteen 
years before, for the edema of cardiac failure and the 
serious hemorrhagic colitis that had resulted. He con- 
sidered that the same principle as for the treatment of 
nephrosis would guide him in his advice in preeclamptic 
edema. 


Dr. Gunar Brown expressed the opinion that four 
capsules of “Nembutal” combined with a quarter of a 
grain of morphine were too large a dose for premedication. 
He would like to draw attention to “Seconal” for pre- 
anesthetic use. It was rapid in its action. He considered 
that when large doses were used pulmonary complications 
would be more likely. : 

Dr. Hetzel agreed with Dr. Brown that the maximum 
dose of each of the drugs was too much and that two 
capsules containing 0-09 gramme (one and a half grains) 
each of “Nembutal”, with 0-01 gramme, (one-sixth of a 
grain) of morphine, were in ordinary circumstances 
quite adequate and all that should be given. He agreed 
that “Seconal” was a useful, rapidly acting barbiturate 
with a shorter hypnotic effect than “Nembutal”, and for 
that reason was useful for pre-anesthetic administration. 


Dr. E. F. Garrrett complimented the speakers on their 
papers and said that he would like to endorse many of 
Dr. Hetzel’s remarks about digitalis. He would like to 
ask Dr. Hetzel if he had ever seen subcutaneous abscesses 
develop as the result of the injection of Salyrgan“. A 
recent author had mentioned them; but Dr. Gartrell had 


never seen any. He would also like to know whether Dr. 
Hetzel had seen acute hemorrhagic nephritis result from 
the injection of “Salyrgan”. Dr. Gartrell had seen only 
one such case. 

Dr. Hetzel replied that he had not seen subcutaneous 
abscesses resulting from the injection of “Salyrgan”; but 
he thought that they would occur if the injection were 
made into the subcutaneous tissue instead of deep into the 
muscle or into the vein. In replying to Dr. Gartrell’s 
second question, Dr. Hetzel stated that he thought that 
even if one adopted the principles that he had laid down 
for the giving of “Salyrgan” for the cardiac edema in 
certain cases of heart failure and arteriosclerosis, in 
which the amount of glomerular damage was difficult to 
assess, occasional poisoning and acute hemorrhagic 
nephritis would result... In these cases he would give a 
tentative dose and wait several days to a week before 
repeating it if no diuresis was produced. They were 
difficult cases. Trial by other means than the mercurial 
diuretics should be given first. 


Dr. F. R. Wioks said that he had seen a paper in a 
recent issue of an American journal extolling the use of 
digitalis for effort syndrome in the treatment of patients 
with slow pulses, and quoting good results. 

Dr. Hetzel stated that he was conservative in the use 
of digitalis, but he could see no justification for giving 
digitalis in such cases; it would have no effect unless 
toxic doses were given, and then it would not control the 
tachycardia of exertion or emotion. 


A meetine of the Victorian Branch of the British Medical 
Association was held at the Women’s Hospital, Carlton, 
Melbourne, on September 14, 1938. The meeting took the 
form of a series of clinical demonstrations by members 
of the honorary medical staff of the hospital. 


The Preparation and Use of Radon. 


Ds. W. G. CuscapeN demonstrated a film depicting the 
preparation of radon and its use in the treatment of 
carcinoma of the uterus. He showed patients with 
carcinoma of the cervix before and after treatment. 


_ Sterility. 


Dr. R. G. Worcester demonstrated the methods in use 
at the Women’s Hospital for the investigation and treat- 
ment of sterility. He showed a series of films of the 
results obtained by hystero-salpingography. 


Urological Films, 


Dr. Harowp Moore showed a series of films of urological 
interest. 


Conservative Treatment of Pelvic Infections. 


Dr. A. SHERWIN, assisted by the hospital medical 
electricians, Miss Horwood and Mrs. Teychenne, showed 
two patients. The first was convalescent from bilateral 
salpingitis and the second was suffering from post- 
abortional pelvic cellulitis. Both had been treated primarily 
with short-wave and secondarily with long-wave diathermy. 
Temperature charts of patients still undergoing treatment 
for acute and chronic pelvic inflammatory conditions were 
also shown. The various appliances used were 
demonstrated. 

Dr. Sherwin first discussed short-wave therapy. He said 
that it was one of the forms of electrothermic therapy. 
Large electrodes were placed parallel at a measured dis- 
tance from the body, and in this manner the pelvis was 
placed in a condenser field. The machine used had a 
eurrent with a frequency of 50,000,000 per second. 

The diathermy treatment was given with a belt electrode 
and an electrode in the vagina. This vaginal electrode was 
provided with a thermometer. The metal electrodes were 
in direct contact with the tissues. The tissues had ohmic 
resistance, and heat was produced. 


| — 
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The mercury vapour lamp, Dr. Sherwin said, emitted a 
large percentage of ultra-violet rays, and was used for 
general conditions and also for local conditions for its 
tonic and bactericidal effects. 

The electric tent was for radiant heat, and was placed 
so that six lamps of 16 candle-power each could play on 
the patient. Dr. Sherwin said that sometimes, for direct 
heat, when a less extensive effect was desired, one bulb 
of a higher candle-power was used. 

Another method of procuring heat in the pelvis was by 
means of Leiter’s coils, which applied the heat directly to 
the focus of infection. Hot water was circulated*in a 
metal appliance, which was placed in the vagina. The 
water was heated by means of a lamp placed under a 
cylinder from which two rubber tubes emerged. These 
terminated in the metal applicator. 


Gynaecological Conditions. 


Dr. Lennox Sms showed several patients with pro- 
lapsus uteri, and also some results of vaginal hysterectomy. 

Dr. P. G. Brerr showed several patients with ovarian 
cysts. He also showed a patient who had abdominal pain 
after a Gilliam suspension operation. The operation had 
been performed in a country town. At subsequent operation 
it was found that the Fallopian tubes had been attached 
to the anterior abdominal wall. These were released; 
and a hystero-salpingogram had since revealed the patency 
of one tube. 

Infantile Jaundice. 

Dre. Kate CAamMpsBett showed several patients with 
jaundice of the new-born. There were examples of icterus, 
of physiological diseases of the new-born, and of con- 
genital obliteration of the bile duct. She also demonstrated 
the apparatus used in giving blood transfusions to the 
new-born. 


Puerperal and Post-Abortional Infections. 


Dr. A. M. Hm and Miss H. M. Burris presented an 
analysis of eighty consecutive cases of puerperal and post- 
abortional infections observed during the preceding twelve 
months. In all cases hemolytic streptococci had been 
cultivated from the vagina. Fifty-nine patients had been 
infected with Lancefield’s group A hemolytic streptococci, 
nine with group B, six with group C and six with group G. 

The group A infections were divisible clinically into 
three groups: 44 patients (five post-abortional) had not 
been very ill; six patients (two post-abortional) had been 
moderately ill; nine patients (four abortional) had been 
gravely ill. Of the 44 patients who were not very ill, 30 
were febrile for seven days or less; only one of these 30 
was treated with sulphanilamide. In two of the moderately 
severe cases blood cultures were obtained, and two patients 
were given sulphanilamide. Of the eight gravely ill 
patients, four died, two after receiving sulphanilamide in 
inadequate dosage. Two of the gravely ill patients who 
88 were given sulphanilamide, one with undoubted 

nefit. 

Fifty of the group A strains had been specially studied, 
and on the basis of cultural characteristics could be 
classified into three grades. The first grade included 35 
strains, all of which had been obtained from patients who 
were not very ill. The second grade included nine strains, 
of which four were from severe but non-fatal cases, two 
from moderately severe cases and three from patients 
who were not very ill. The third grade contained six 
strains, of which four were from fatal cases, one from a 
severe infection and one from a moderately severe case. 

Of the nine group B strains, two were from fatal cases 
(including one infection complicating acute yellow atrophy 
of the liver at the fifth month), one from a moderately 
severe case, and six were associated with mild infections. 

The group C and group G infections tended to be mild, 
even though pyrexia persisted beyond a week in more than 
half the cases. 


Hyperemesis Gravidarum. 
Proresson MARSHALL ALLAN showed three patients with 


hyperemesis to illustrate various stages in treatment. The 
first patient had just been admitted to hospital, and was 


receiving glucose-saline solution per rectum by the con- 
tinuous drip method. The second had been receiving 
saline solution per rectum for four days, and was then 
being given fluids by mouth; the third, after the usual 
treatment for nearly a fortnight, was receiving solids. In 
this case there had been difficulty in gaining the coopera- 
tion of the patient, as her two previous pregnancies had 
been terminated for hyperemesis. 

By means of diagrams the etiology of the condition and 
the basic principles of treatment were illustrated, as well 

as the signs that would either lead to a favourable prog- 
— or indicate the necessity for termination of the 
pregnancy. 


Multiple Polyneuritis Assoclated with Hyperemesis 
Gravidarum. 


Professor Allan showed a patient in whom polyneuritis 
had developed during the treatment of hyperemesis, and 
presented the notes of a second case. The first patient 
had nystagmus, pain on deep pressure over the calf 
muscles, weakness of the limbs and absence of the knee 
and ankle reflexes, followed later by double foot-drop. In 
the second case rhythmical head nodding and hemorrhagic 
retinitis had been associated with paralytic symptoms in 
the limbs. In this instance double wrist-drop had 
developed. Both patients had become very noisy and had 
had delusions, and because of the onset of Korsakoff’s 
psychosis had had to be sent to the Receiving House. 
Professor Allan said that complete mental and physical 
recovery of the second patient had occurred within two 
months. The first patient had shown great mental 
improvement within a similar period, but the wasting of 
the lower extremities was very pronounced, and would 
require a long period for recovery. 

In each instance glucose-saline solution had been adminis- 
tered for at least two weeks. Professor Allan remarked 
that it would appear that the polyneuritis was a manifesta- 
tion of vitamin B, deficiency. Preparations of vitamin B, 
were administered to both patients. Such a complication 
indicated the necessity to provide vitamins during the treat- 
ment of hyperemesis by prolonged carbohydrate feeding. 


Pathological Tests. 


Dr. Vera Krizcer demonstrated two tests. The first was 
the Patterson test for the chemical diagnosis of early 
pregnancy. She said that the test had been described in 
The British Medical Journal of September 11, 1937, at 
page 522. Estriol glycuronide present in the urine of 
pregnant women was hydrolyzed by incubation of 
neutralized urine with Bacillus coli. The liberated estriol 
was extracted in ether, the ether extracts were freed from 
urinary pigments by being washed with 10% sodium 
carbonate solutions, and finally extracted with oxygen in 
sodium hydroxide. The sodium hydroxide extract, after 
acidification with 25% sulphuric acid solution, was 
extracted with ether. This final ether extract was washed 
with sodium carbonate solution and then distilled 
water, the ether was removed by distillation and 
the solution taken to dryness in vacuo. The dry 
residue was heated with phenolsulphonic acid reagent 
for ten minutes in a boiling water bath. After it was 
cooled and reheated for two and a half minutes with 
a 5% solution of sulphuric acid a pink or red colour 
developed in the presence of estriol. Dr. Krieger said that 
the test had been found to give no results in samples of 
urine from 91 non-pregnant women, and positive results in 
88% of samples of urine from women with pregnancy of 
six to twelve weeks’ duration. The test seemed to be the 
most satisfactory chemical test so far described. 

Graphs were shown illustrating the agreement between 
the results of the Fowweather urea clearance test and the 
urea concentration-excretion test (the modified MacLean 
urea concentration test). 

Dr. Krieger said that in the normal pregnant group the 
two tests agreed in 80% of cases, and all indicated renal 
efficiency. In mild toxemias of pregnancy the two tests 
agreed in 68% of cases, 35 tests indicating renal efficiency 
and 13 tests renal inefficiency. In severe toxemia of preg- 
nancy the two tests agreed in 71% of cases, 32 tests indi- 
cating normal renal function and 31 tests renal inefficiency. 
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Statistical analyses of the results showed a highly signifi- 
cant association between these tests. The Fowweather 
clearance test provided an excellent check on the urea 
concentration-excretion test; and when the two tests agreed 
a much more dogmatic pronouncement on renal efficiency 
could be made. 


Pathological Exhibits. 


Dr. Grorce Bran Hax presented a number of pathological 
specimens. The first was a septate uterus, in which a sub- 
mucous myoma was seen presenting into each cavity. 
Multiple myomata of the uterus with an associated car- 
cinoma of the body of the uterus were also shown; one 
submucous myoma was invaded by an adenocarcinoma 
commencing in the body of the uterus. Specimens were 
then shown in which the following changes in myomata 
could be seen: necrobiosis, mucoid degeneration, fatty 
degeneration, calcareous deposit in a myoma, and sarcoma- 
tous change in a submucous myoma. Other specimens 
included a subperitoneal and intramural myoma with an 
associated intrauterine pregnancy, a ruptured right ectopic 
pregnancy and an unruptured left ectopic pregnancy, a sub- 
peritoneal myoma, an intramural lipoma, an endometrial 
polypus and a carcinoma of the body of the uterus. In one 
specimen adenomyosis of the uterus was seen. The follow- 
ing specimens of chorionepithelioma were shown: (i) a 
small nodule at the fundus, the size of a pea (there was a 
previous history of pregnancy sixteen years before); (ii) a 
chorionepithelioma involving the whole uterus, which had 
fungated through the fundus causing an intraabdominal 
hemorrhage simulating an ectopic pregnancy and following 
a hydatid mole; (iii) an intramural growth the size of a 
walnut following upon a full-term pregnancy and associated 
with puerperal sepsis and primary chorionepithelioma in 
the right Fallopian tube; (iv) two examples of multilocular 
luteum cystomyoma of both ovaries, in one case associated 
with chorionepithelioma and in the other with a hydatid 
mole. 

Two examples of tuberculous endometritis, and specimens 
of pulmonary tuberculosis from infants, aged three and five 
weeks, were shown. Histological sections were shown from 
the chorionepitheliomatous and tuberculous cases. 


NOMINATIONS AND ELECTIONS. 


Tue undermentioned have been elected members of the 
New South Wales Branch of the British Medical 
Association: 

Alexander, Kenneth Wakeford, M. B., B.S., 1937 (Univ: 


Sydney), “New Lodge”, 16, Ormonde Parade, 
Hurstville. 
Colvin, Gordon Stirling, M.B., B.S. 1937 (Univ. 


Sydney), Marius Street, Tamworth. 
Day, Emily Martha Anning, M.B.; Ch.M., 1926 (Univ. 
Sydney), 56, King’s Road, Vaucluse. 
Reiter, Nicholas, L.R.C.P. (Edinburgh), L.R.C.S. 
(Edinburgh), L.R.F.P.S. (Glasgow), 1936, State 
Hospital, Lidcombe. 

Webber, Howard Mansfield, M.B., B.S., 1938 (Univ. 
Sydney), 27, Woodlands Road, Lindfield. 

West, Richard Francis Kirby, M.B., B.S., 1938 (Univ. 
Sydney), Royal Alexandra Hospital for Children, 
Camperdown. 


Obituary. 


CHARLES HERBERT ESSERY LAWES. 


Craries Hessert Essery Lawes, who died on October 31, 
1988, was the ideal family doctor, wide in experience, 
skilled at his work, altruistic, loving and lovable. 

He was the son of a missionary, the Reverend William 
George Lawes; D.D., and was born at Savage Island, 
Pacific ‘Ocean, on October 15, 1870. 


He was educated at 


Newington College, Sydney, where he distinguished himself 
at work and play. He won many prizes for his scholastic 


‘ achievements, and crowned his school career by gaining 


the University Medal for English at the Senior Public 
Examination in 1886. He played Rugby football with the 
school’s first fifteen. 

He graduated from the University of Sydney with the 
degrees of Bachelor of Medicine and Master of Surgery 
in 1892. For some nine months after graduation he was 
engaged in general practice at Goodooga, New South 
Wales. He then proceeded to Brisbane as resident medical 
Officer to the Children’s Hospital. He remained there 
until 1895, when he undertook practice at Townsville, 
north Queensland. After spending twelve months at 
Townsville he proceeded to Cobar, New South Wales, where 
he practised for the next five years. He then returned 
to Sydney, setting up practice at Petersham. Here he 
worked for twenty-nine years. In 1932 he relinquished 
practice at Petersham and took rooms in Macquarie 
Street, Sydney. In 1935 he retired from practice. He 
took an interest in all branches of medicine, particularly 
obstetrics and gynecology. 

Lawes was an honorary medical officer on the staff 
of the Marrickville District Hospital from 1906 to 1933; 
he was appointed vice-chairman of the board of directors 
of the hospital in 1934 and chairman in 1937, a position 
he retained till his death. He was an honorary medical 
officer to the Home of Peace for the Dying, Marrickville, 
from 1912 to 1938, and he was an honorary medical adviser 
to the London Missionary Society for many years. 

He was engaged in home service during the Great War, 
being in charge of the field hospital at Liverpool Base 
Camp for eighteen months, and principal medical officer of 
camps, Second Military District, for a further period of 
eighteen months. 

Lawes was a splendid worker for the British Medical 
Association. He was a member of the Council of the New 
South Wales Branch for very many years, was President 
of the Branch in 1923-1924, and for a number of years 
was honorary secretary. In March, 1938, he was elected 
Vice-President of the New South Wales Branch in. recog- 
nition of his many years of honourable service. He took 


a keen interest in the activities of the Western Suburbs 


Medical Association (affiliated with the New South Wales 
Branch) and held office on its council. His large practice, 
his interest in the affairs of the Association, and his 
devotion to his wife and family left him little time for 
hobbies or non-medical activities. He was fond of sport, 
and in his younger days engaged in swimming and tennis. 
—— later years he developed a taste for horseback 
1 

Lawes was never a man to make decisions lightly or to 
form opinions in haste. His judgement was sound and 
his counsel was wise. He did not speak a great deal; 
but when the occasion arose he had no hesitation in 
expressing his views. This he did honestly and fearlessly. 
His quiet, serious manner carried conviction, and ensured 
for him an attentive audience. 

In his professional life he was.the soul of honour, and 
he enjoyed the complete confidence of his patients and 
colleagues: In his domestic life he had great happiness. 
The loss of his wife in 1937 was a severe blow to him 
and probably hastened his end. He is survived by four 
sons, two of whom are medical men, and one daughter. 
The sympathy of the medical profession in Australia is 
extended to them in their bereavement. 


Dr. T. W. Lipscomb writes: 


Lawes and myself started practice in adjoining suburbs, 
Petersham and Leichhardt, about the same time, in 1902. 
In the near western suburbs at that time were also a 
number of congenial fellows, of whom Tudor Jones, of 
Annandale, and Walton, of Petersham, have passed on. We 
were a happy group of colleagues, all working with one 
another in harmony, and all of us original workers in the 
Western Suburbs Medical Association. 

Lawes was a graduate of a few more years than the 
rest of us, and we all looked upon him as our senior, 
and our confidence in him and in his opinion was never 
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misplaced. He was one of Nature’s gentlemen. He was a 


sound practitioner and had a happy knack of treating the 


patient as well as the disease. He was loyal and 
unremitting in his care of patients; and his patients in 
their turn looked upon him not only as their medical 
adviser, but as their guide, philosopher and friend. I do 
not think I ever saw any doctor in whom young children 
were so confident and in whose hands they were so 
contented; it was an object lesson to go to a sick child 
with him and see that youngster put his hand in Lawes’s 
and turn up his big eyes to him as his protector, as much 
as to say “all is now well“. 

Lawes and I were neighbours in that part for just on 
twenty years, and no one could have wished for a more 
loyal friend and colleague. Then our ways parted to a 
certain extent, but never our friendship, which remained 
to the end, for we were fellow councillors of the New 
South Wales Branch for many years, both of us being 
on the Medical Politics Committee. 

If there is any attribute by which one remembers a 
man, then I would say it was Lawes’s absolute candour 
and frankness and his horror of cant and humbug. Now 
he is gone, and the world is the poorer by the passing of 
such a man as he. 


Dr. W. C. McClelland writes: 

By the death of Dr. C. H. E. Lawes the profession has 
lost a worthy member and many of us a staunch friend. 
He was born at Niué (Savage Island), his father being 
the Reverend W. G. Lawes, D.D., the pioneer missionary 
to Niué and later to New Guinea in connexion with the 
London Missionary Society. He was educated at Newington 
College, Stanmore, and graduated in medicine at the 
University of Sydney in 1892. After graduation he went 
to the Children’s Hospital, Brisbane, and later commenced 
practice at Townsville, whence, after a short time, he 
moved to Cobar. In 1901 he came to Petersham, where he 
conducted a large practice for thirty years. 

During the War he was unable to go overseas, but was 
in charge of the Australian Army Medical Corps at 
Liverpool, ultimately being appointed as principal medical 
officer of camps. He retired from military service with 
the rank of lieutenant-colonel. 

Lawes gave very generous service to charitable institu- 
tions, being an honorary medical officer to the Marrickville 
District Hospital, and also to the Home of Peace for the 
Dying at Marrickville. 

For many years he was a member of the board of the 
Marrickville Hospital, and at the time of his death was 
the president of the hospital. He was also the chief 
medical officer of the London Missionary Society. In all 
these positions he proved himself to be most thorough 
and careful, very methodical, never in a hurry, always 
giving of his best. 

He was a member of the Council of the New South 
Wales Branch of the British Medical Association for many 
years until his death. He was a past president. For 
several years he was secretary to the Federal Council. 

By nature he was a genial and courteous gentleman, a 
loyal colleague and a faithful friend. 1 

In his home life he was very happy, being a true 
companion and help to his sons. 

The sudden death of his wife only twelve months 
previously came as a severe shock to him, and many of 
us noted a failing in health from that time. He is 
survived by four sons and one daughter. Lawes was an 
outstanding example of the family doctor, who had the 
confidences of his patients and the esteem and respect of 
his colleagues. 


Dr. M. S. Veech writes: 

I practised near Dr. Lawes in Petersham for fifteen 
years. He was a kindly, courteous gentleman. When 
welcoming him to the presidential chair Dr. Lipscomb 
remarked that if all medical men were like Dr. Lawes 
there would be no need for ethics committees. He was the 
soul of honour in medical affairs. He was held in high 
esteem by the friendly societies and won by negotiation 
many benefits for the medical profession. 
I shall always have happy memories of him. 


Dr. E. V. Barling writes: 

1 have known Dr. C. H. E. Lawes since he first came to 
Petersham in 1901, having been closely associated with 
him throughout the years. His passing leaves me with a 
keen sense of personal loss. I have had many opportunities 
of witnessing his kind, considerate and skilful handling 
of his numerous patients, whilst he was ever ready to 
come to the assistance of a perplexed and harassed brother 
practitioner. 

His efforts for the welfare of the profession as a whole 
were untiring and unremitting. His worth as a wise 
counsellor and friend has been proved throughout, his long 
association with the Committee of the Western Suburbs. 
Medical Association, and as a member of the Council of 
the New South Wales Branch of the British Medical 
Association. 

He was to my mind the ideal practitioner, unstinting 
in his efforts for his patients, and public-spirited to a 
degree in his desire to further the best interests of the 
profession. 


Dr. C. G. Prescott writes: 


Dr. Lawes was the son of a distinguished missionary to 
New Guinea, Dr. W. G. Lawes, who, with the martyred 
Dr. Chalmers, helped to lay the foundations of the 
Christian Church in that great island. Dr. W. G. Lawes 
was a man of unusual charm, handsome in features, and 
winning in his ways, and his son inherited some of his 
delightful qualities. 

Dr. C. H. E. Lawes was born in Savage Island in 1870, 
and was thus sixty-eight when he died. He was educated 
at Newington College, and won the English medal in 
the Senior Public Examination in 1886. He received his 
medical education at the University of Sydney, taking the 
degrees of M. B. and Ch. M. in 1892. Among his intimate 
medical friends were Dr. Purser, Dr. McClelland, Dr. 
Sawkins, Dr. Perkins, Dr. Trindall and Dr. Dick. 

After sundry appointments in New South Wales and 
Queensland he practised at Cobar for five years, then 
settled at Petersham from 1902 to 1932. In combination 
with his general practice he was closely associated as 
medical officer to the Marrickville District Hospital, and 
as member and chairman of the board of directors, and 
as medical officer of the Home of Peace for the Dying. 
For nearly thirty years he was general medical adviser 
to the London Missionary Society, which had sent his 
father to New Guinea. Of his services in that capacity 
the officers of the society speak in the highest terms. His 
was a heavy responsibility; but he inspired a rich 
confidence in their minds. 

He was for twenty years a valued member of the Council 
of the New South Wales Branch of the British Medical 
Association and was honoured with the presidency in 1923. 
In 1938 he was elected vice-president, a position reserved 
for an honoured few. He was also a respected member of 
the Newington College Council. 

During the War he rendered fine service. For eighteen 
months he was in charge of the camp hospital at Liverpool, 
where he carried out important improvements upon the 
inferior emergency arrangements which alone were possible 
at the outbreak of the War. The site of the hospital was 
removed to higher ground, and it was equipped with wards 
and all the appliances needed for efficiency. After this, 
with the rank of major, he acted as principal medical officer 
for camps, Second Military District. 

In 1932 he left Petersham, and after practising in 
Macquarie Street, Sydney, for five years, he finally retired. 

Dr. Lawes was one of the early products of the Sydney 
University Medical School. It is well known that when 
this was established it deliberately set its standards 
unusually high. The late Sir P. Sydney Jones told the 
writer that many men were quite capable of being useful 
general practitioners but would be unable to reach the level 
the school had intentionally set up. As a result, the earliest 
graduates were a very efficient group, and there is no reason 
to think that their successors have fallen below them. 

Besides his efficiency as a medical man, Dr. Lawes was 
a winning personality. He made friends and kept them, 
and was respected and beloved by his patients. His home 
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life was singularly happy. A boy-and-girl attachment led 
to his marriage, in 1896, to Mary Maud Ord, daughter of 
Reverend C. Ord. She died suddenly in 1937. Dr. Lawes 
was never the same man afterwards, and he survived her 
for a year. They have left four sons and a daughter. Two 
of the sons are medical men and one a dentist. The 
memory of their father and mother is embalmed for ever 
in the children’s hearts. 


JOHN GILBERT MacKAY. 


We regret to announce the death of Dr. John Gilbert 
MacKay, which occurred on December 30, 1938, at Adelaide, 
South Australia. 


— 


Correspondence. 


MEDICAL CERTIFICATES FOR INJURED PERSONS. 


Sm: In view of the trouble that certificate writing is 
likely to bring in the future, it would be unwise to allow 
Dr. Kesteven’s contentions to pass unchallenged. His 
letter reads: 

Such reports as the following are commonly received 
by employers: 
This is to certify that. . . is suffering from 
due to... whilst at work on. . . inst. 
(Signed) . M.B. 


I would like to be permitted to protest against 
certificates in this form. Quite obviously the medical 
man is not in a position to certify to something which 
happened in his absence. The inclusion of the phrase 
“which he states is due”, or of some such equivalent 
phrase, would cover the facts completely. 


At first sight the argument seems good. I expect that 
most practitioners have at some time tried to follow the 
practice he suggests, only to find that such certificates are 
not accepted by the authorities for whom they are written; 
indeed they often seem to be interpreted as evidence 
that the doctor has not believed the patient’s story. A 
definite statement is demanded. In the interests of justice 
the medical man can and should give such a positive 
judgement. And he can do so with just as much certainty 
as a coroner can certify that a man died of drowning 
that he did not see actually drown, or a jury could convict 
a murderer whom they had not seen killing the victim, 
or that a physician could prescribe for diarrhea. 

We cannot do better than copy the practice of the 
courts. There spoken evidence is accepted as truth, 
especially if given by a policeman. Even if in reading a 
newspaper report one is angered at the way in which the 
bench is apparently biased on the side of the police, he 
will find that when he himself is adjudicating he has no 
other choice than to accept the police evidence. In a 
similar way a medical man forms his judgement of a case 
largely on what has been told him by the patient. Certainly 
some patients are liars, but more are not; most men will 
tell the truth when they think it may help to relieve 
them of pain or a serious personal trouble by doing so. 
This urge is more powerful than swearing an oath. A 
medical man is justified in believing or disbelieving what 
he is told, treating the spoken word as truth and forming 
judgement on “something which has happened in his 
absence“. 

Unless we take a stand and continue the practice we 
are now following, we shall find that we shall be forced 
to give certificates which are mere statements, such as 
could be given by anyone, and are valueless to both 
patient and employer. 

A medical certificate is demanded because it is the 
judgement of a man trained to estimate the significance 


of each circumstance which is placed before him. Once 
more the practitioner cannot do better than follow the 
customs of the courts of justice. If an insurance company 
is not satisfied, there is always a properly constituted 
court to which an appeal may be made. 
Yours, etc., 
H. D. B. M. B., J.P. 
185, High Street, 
Maryborough, 
Victoria. 
December 29, 1938. 


ROYAL AUSTRALASIAN COLLEGE OF 
PHYSICIANS. 


Sm: In the script which we sent you giving a report 
of the proceedings and addresses at the inaugural ceremony 
of the Royal Australasian College of Physicians on 
December 14, 1938, an omission was inadvertently made in 
the text of the President’s address. This occurs on page 
1137, column 2, line 63, where it should read: “There is 
no ambiguity about the use of the word ‘welcome’ when 
speaking of Dr. Herbert Morley Fletcher, who has come 
from England to bring us the blessing of the Royal College 
of Physicians of London, that famous institution 

We should be very glad if attention could be called to 
this correction in the next issue of the journal. 

Yours, etc., 


Attan S. WALKER, 
Honorary Secretary. 
Macquarie Street, 
Sydney, 
January 4, 1939. 


CHAOUL THERAPY: A SPECIALIZED FORM 
OF X RAY TREATMENT. 


Sm: In the issue of this journal dated December 24, 
1938, appears an excellent and extremely lucid article by 
Dr. E. W. Frecker, entitled “Chaoul Therapy: A Specialized 
Form of X Ray Treatment”. There are several points, 
however, in the article which, in my opinion, merit some 
further discussion. 

The author rightly points out that the Chaoul technique 
and deep X ray therapy find each their best use in totally 
opposed conditions; but the impression one gets to some 
extent from reading the article is that there is rather 
too little comparison made between Chaoul therapy and 
superficial X ray therapy, in -which field of treatment 
comparisons would appear more apt than those made 
with the subject of deep therapy, especially from the 
viewpoint of the dermatologist. 

Dr. Frecker states in his article: “Widespread generalized 
skin lesions, however, are best treated by X ray methods 
with wider fields.” The specialist in skin diseases must 
therefore possess his superficial X ray plant. So what, if 
any, are the advantages which the Chaoul unit possesses 
over the ordinary superficial therapy plant for the treat- 
ment of skin lesions of small extent, such as carcinomata, 
Squamous and basal, and superficial keratoses? 

The results of treatment of small skin neoplasms with 
superficial X ray therapy of 100 kilovolts, 1-0 millimetre 
aluminium filtration, 20-23 centimetres target-skin distance, 
1,600 or more r units given in one application, are excellent 
(including the cosmetic aspect). 

The Chaoul equipment is designed for multiple dosage 
spread over a number of days. This is often most incon- 
venient for the patient, especially as an almost perfect 
end-result can be obtained by the means above stated. 
In this regard, too, the question of the efficacy of multiple 
versus single dosage in small superficial lesions is still a 
debatable one. The depth dose of X radiation using kilo- 
voltages in the neighbourhood of 100 in practice has not 
proved a deterrent at the target-skin distances employed. 
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In very superficial lesions, such as keratoses, the 
distance can be even more reduced (at any rate with 
modern shock-proof equipment), and the filtration may 
also be lessened. 

Thus the decreased depth dose is also accompanied 
by an increase in the output, though admittedly this is 
not nearly so high as that from the Chaoul tube, which, 
however, was Hot essentially designed for treatment by 
single application. 

In regard to lesions of larger area and depth where 
fractionated dosage is desirable, excellent results are 
obtainable with 350 r units given on alternate days for a 
total of 2,500 r units or thereabouts (using the afore- 
mentioned kilovoltage and distance). In this case the sole 
advantages of Chaoul therapy would appear to be in the 
time saved for each individual dose and the lessened 
depth dosage. In regard to the latter factor, in a large 
lesion depth dosage of high percentage would be an 
advantage rather than otherwise, in order to make certain 


of a cure. 
Yours, etc., 
135, Macquarie Street, 


Sydney, 
January 3, 1939. 


W. Myers. 


NATIONAL HEALTH INSURANCE. 


Sm: Having recently returned from a visit to the Old 
Country I have taken the opportunity of discussing panel 
practice with various medical men, amongst whom are 
three of my own brothers. The impression I have gained 
is not nice. I have it on very good authority that 33% 
of the medical men are mortgaged and are too poor to 
afford an annual holiday. All cases which are of the 
slightest bother are sent off to hospitals. They do not 
even set their own fractures. There are certain dispensing 
formule which are used for the majority of illnesses, and 
if more expensive drugs are used the prescribers are liable 
to be rapped over the knuckles. The majority of them 
either “fake” their returns or simply refuse to enter them. 
It would be an appalling thing if the medical profession 
was reduced to the same state of servitude as exists at 
the present time in England. Many show so little interest 
in modern advancements that a medical journal is not 
opened from one year’s end to the other. A large number 
have ceased to be members of the British Medical Associa- 
tion, as they feel their interests are badly neglected, and 
have joined the Medical Practitioners’ Union, London. 
Cutting down medical men’s income to the verge of 
starvation and forcing them to do a lot of unnecessary 
clerical work is not going to be for the best interests of 
those who are going to receive attention, and it is for us 
to use every possible effort to see that our profession is 
adequately rewarded. 

Yours, etc., 
Sypney PERN. 

7, Raglan Street, 

Ballarat, 
January 5, 1939. 


A CONSIDERATION OF GENERAL ANASSTHESIA 
FOR DENTAL SURGERY. 


Sm: Will you allow me to join issue, even at this late 
date, with Dr. Douglas G. Renton, on his letter of 
November 14, and published in your journal on November 
26, 1938. Dr. Renton’s letter drew my attention to Dr. 
A. B. K. Watkins’s previous letter, which I had overlooked, 
and I have much pleasure in ranging myself on Dr. 
Watkins’s side. 

The figures for anesthetics given by myself for seven 
years at Mater Misericordie Hospital, Waratah, show a 
total of 866 major operations, which included Cesarean 
sections, bowel and stomach operations, thyreoidectomy, 


thoracotomy and thoracoplasty, in which the anesthetic 
administered was insufflation anesthetic with ether only. 
In most of the cases basal premedication was used, and 
where such was not the case the induction was by means 
of chloroform. In addition, 156 throat operations and 
40 dental anesthetics are recorded, for all of which insuf- 
flation was used after chloroform induction, and in no 
case did the patient experience any of the dread after- 
effects quoted by Dr. Renton. 

I feel that Dr. Renton’s experience with insufflation 


must have been unfortunate; perhaps his machine was 


inadequate. He speaks of twenty millimetres mercury 
pressure, where we aim at twenty-five, registered from 
the tank when the exit is blocked; positive pressure of 
five millimetres is maintained during inspiration, which 
does not allow any fluid to trickle into the trachea. 

The introduction of the tube was by the digital method, 
which is simple and quick, ten seconds being over the 
average time taken, and I have not seen anyone sufficiently 
expert to introduce the large tube in the same time. 
Reverting to the figures, there was no case of post-operative 
chest complications, and those in whom there were signs 
before operation were certainly no worse after. 

As for blood in the eye of the catheter, there has been 
none, and no patient was returned to the ward in the 
sweating and exhausted condition mentioned by Dr. Renton. 

In fact the method of choice for all cases has been 
insufflation of ether only, with a machine made after 
Dr. Watkins’s pattern. 

Yours, etc., 
Atpous C. ARNOLD, 
Honorary Physician and Seni 
Anesthetist, Mater Misericordie 
Hospital. 
Commercial Bank Chambers, 
17, Bolton Street, 
Newcastle. 
January 4, 1939. 


LOCAL ANASSTHESIA FOR RETROSTERNAL 
GOITRE. 


Sm: Dr. Fulton has asked whether in my opinion local 
anesthesia could be used safely to permit delivery of the 
retrosternal enlargement of a thyreoid like that of Dr. 
T. M. Furber’s case, described in the journal of December 
10, 1938. I think it probable that I would have done the 
same as Dr. Furber in the same case, as sufficiently safe 
in the circumstances, and the shortest way out. I have 
had one at first undeliverable intrathoracic goitre, which 
was safely delivered under local anesthesia, but it was 
not quite the same as Dr. Furber’s. His had hemorrhaged, 
and then bursting out, the blood had extravasated around 
the gland tumour. I opened into mine from above, 
intending to excavate from within, but I found that what 
had caused the enlargement was an extravasation into a 
large adenoma, and by evacuating this it became possible 
to deliver. 

Dr. Furber’s patient seems to have felt pain during 
attempts to deliver. Reviewing the possible components 
of the pain, we need not consider the gland substance, 
which is insensitive. Possible sensitive structures are 
periosteum, deep fascia, parietal pleura, nerve sheaths, and 
arteries, with most emphasis, I think, on the last. Arteries 
are very sensitive to tension. The superior thyreoid artery 
is a case in point. It is usually tied off and severed at an 
early stage in thyreoidectomy, and one soon learns that 
pulling on it is painful. It happens that I have on many 
occasions followed de Quervain’s plan of beginning by 
tying the inferior thyreoid outside the gland capsule, and 
this has taught me that tension on the inferior thyreoid, 
as by hooking it up, causes the patient to stir or to 
complain of pain. It seems possible that in attempting to 
deliver a deep and difficult goitre one may cause tension 
on the inferior thyreoid artery. In such a case it might 
be well, not only to tie it, but to sever it, before attempting 
to deliver. 
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As for the other structures, if direct local infiltration is 
impossible, one might have to block the brachial plexus 
and two or three intercostal nerves, and that could not 
be recommended when a short general anesthesia would 
get over the difficulty without material danger. 

Yours, ete., 
C. E. Corierte. 

175, Macquarie Street, 

Sydney, 
January 9, 1939. 


Branch, 
27. ueensiand Bra: 
1.—Victorian Branch, A. Branch. 
1.—Western Australian Branch: Council. 
2.—South Australian B. M. A. : Council. 

3. ueensiand Branch Branch. 

7.—New South Wales ek B. M. Organization and 

Science Committee. 

10.—Queensland Branch, B.M.A.: Council. 


14.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 


21.—New South Wales Branch, B.M.A.: Ethics Committee. 
22.—Victorian Branch, B.M.A.: Coun cil. 
ry —South Australian Branch, B. me: Branch. 

M.A.: Council. 


eensiand Bra B. 
Wales Branch, B. M. A. Medical Politics 


3 ew South 
Committee. 


Medical Appointments. 


The undermentioned have been appointed Honorary 
Clinical Assistants at the Adelaide Hospital, Adelaide. 
Medical Section: Dr. R. T. Binns, Dr. M. E. Chinner, Dr. 
A. H. Finger, Dr. D. K. McKenzie, Dr. I. S. Magarey, 
Dr. C. B. Sangster, Dr. R. F. West, Dr. A. H. White; 
Surgical Section: Dr. N. J. Bonnin, Dr. A. L. Dawkins, 
Dr. N. S. Gunning, Dr. G. M. Hone, Dr. W. W. Jolly, Dr. 
8. Krantz, Dr. A. C. McEachern, Dr. D. G. McKay, Dr. 
L. J. T. Pellew, Dr. B. C. Smeaton; Neuro-Surgical Section: 
Dr. J. E. Hughes; Gynecological Section: Dr. R. L. Verco, 
Dr. B. E. Wurm; Ophthalmological Section: Dr. T. L. 
McLarty, Dr: S. Pearlman; Vaccine and Asthma Clinic: 
Dr. J. E. Bateman; Dermatological Section: Dr. W. Gilfillan, 
Dr. L. W. Linn; X Ray Section: Dr. B. S. Hanson; Radium 
Section: Dr. J. C. Mayo; Tuberculosis Section: Dr. C. B. 
Sangster, Dr. A. C. Savage. 


— 
— 


Wecvical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see Advertiser“, pages xviii to xx. 


Awtrrep Hosprrat, Pranran, Vicrorta: Honorary Physician 
to Out-Patients. 

Hosprrat ror Cancer AND CHRONIC DISEASES, 
Victoria: Honorary Psychiatrist. 

Batonns Hosprrat Boarp, St. Groree, QUEENSLAND: Medical 


Officer. 
HeattH, WESTERN 


DEPARTMENT OF PUBLIC 
Medical Officers. 

Mater Misericorpia Hosrrral, Norta Sypney, New SoutrH 
Wals: Honorary Ophthalmic Surgeon. 

New Sours Wates Community Hosrrrar, Sypney, New 
Soutn Walks: Honorary Medical Registrar. 

Untversiry or Oraco, Dunepin, New Professor 
of Medicine. 

UNIVERSITY OF QUEENSLAND, DEPARTMENT OF PATHOLOGY: 
Scientific Assistant. 

ViIoronkax Eve AND Ear Hosprrat, Mevsourne, Vicroria: 
Resident Medical Superintendent. 


Medical Appointments: Important Notice. 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment referred to in the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 


BRANCHES. APPOINTMENTS. 


Australian Natives’ Association. 
Ashfield and —*—— United Friendly 
Societies 
Balmain United en ly Societies’ Dis- 
pensary. 
onorary Secretary, riendly Socie 
135, Macquarie Street, Manchester Unity Medical and Dispen- 
Sydney. sing Institute, Oxford Street, Bryne. 
North Sydney Friendly Societies’ Dis- 
pensary Limited. 
People’s dential Assurance Company 


Limited. 
Phenix Mutual Provident Society. 


All Institutes or Medical Dispensaries. 
Australian Prudential Association, Pro- 
M Naa Na jonal Pe ident Club. 
utua ationa ovident ub. 
East National Provident Association. 
other appointments outside 


VicroriIAN: Honorary 
Secre edical 


Brisbane Associate Friendly Societies 
Medical Institute. 
Proserpine District Hospital. 


A. Members accepting LODGE appoint- 
pointmen o an 

Terrace, te OSPITAL are advised, in their own 
interests, to submit a copy of their 
Agreement to the Council before 
signing. 

Sourm All — appointments in South Aus- 


USTRALIAN : 
Secretary, 4175. North 
Terrace, Adelaide. AulContract Practice Appointments in 


rary 
All Contract Practice Appointments in 
— = Ppo 


Editorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Orginal articles for- 
warded for publication are understood to be offered to Tue 
MepicaL JouRNAL oF AUSTRALIA alone, unless the contrary be 
stated. 


All communications should be addressed to the Editor, TRR 
MegpicaL JouRNAL or AUSTRALIA, The Printing House, Seamer 
Street Glebe, New South Wales. (Telephones: MW 2651-2.) 


Members and subscribers are requested to notify the Manager, 
THE MepicaL JouRNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such a notification is received within one 
month. 


Supscription Rares.—Medical students and others not 
receiving THz JouRNAL oF AusTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can conimence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 
for Australia and £2 5s. abroad per annum payable in advance. 


| Diaty for the Month. 
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